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OVERALL SUMMARY 



5 .1 Aims of This Study 

This study is concerned with value for money in the care of mentally 
handicapped people by local authority Social Services Departments. It 
has as its aims: 

- to identify factors underlying differences in the patterns of 

care provided to mentally handicapped people by Social Services 
Departments in different local authorities, and to review the 
impact these factors have on the costs of care provision and the 
value for money obtained; 

to investigate elements of the care provided by particular 
authorities, and to identify those whose adoption by other 
authorities might improve the value for money obtained by those 
authorities. 

5 .2 The Summary 

This overall summary condenses into relatively few pages the 
highlights of the often complex argument of the full report of this 
study. The absence in the summary of the detailed explanations or 
qualifications which appear in the report itself inevitably Incurs the 
risks of distortion or misunderstanding, but it is hoped that the 
reader will find the summary helpful in getting to grips with the 
essentials of the study. 

5.3 The Approach of This Study 

It is recognised that more money - appropriately spent - can always 
improve the standards of care offered to a particular mentally 
handicapped person. So how is it right or useful to talk about the 
value for money of the services offered by a local authority in 
connection with mental handicap? One cannot pretend to say how much 
an increase in the standard of care to an individual is worth - to 
him, or to anyone else. The present study does not address 
philosophical issues such as this, nor how much is the life ~ or the 
quality of life ~ of, say, a mentally handicapped child worth, nor 
what is the value for money balance between the interests of a 
mentally handicapped person and those of his parents. 

Rather, it is hoped that this study will help a local authority to 
identify how money available for mentally handicapped persons and 
their families (around £130 M in 1979-80) might be spent more 
effectively, either to give most of the individuals in a particular 
sub-group of a mentally handicapped population more value at the same 
cost, or to maintain the value of the service to that sub-group at 
lower cost. This recognises the point that, if only a particular 
amount of money is available, the more that is spent on improving the 
lot of one person in a group then the less is available for some 
others in the group, or for some other group. 
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The detailed approach of the study was to: 

- understand the background to the provision of care to mentally 
handicapped people and their families. 

- visit eight local authorities to understand their different 
approaches to the provision of care, and obtain quantitative 
information about this provision. 

- unravel some of the complexity which made the clarification of 
mental handicap value for money issues so difficult. 

- present findings from the study. 

- suggest conclusions. 

The study was carried out by Arthur Andersen & Co. on behalf of the 
District Audit Service. 

5 .4 Variations Between Authorities 

There is considerable variation in local authority expenditure 
dedicated to MH services (+ 50% overall nationally, and + 35% or 
approximately £2.50 to £5.00 per annum per head of total population in 
the eight authorities studied) . For an authority with a population of 
half a million a + 50% variation is equivalent to a change in 
expenditure on MH people of between £1M and £3M per annum. 

The numbers of MH people (per 100,000 total population) who are cared 
for by the eight local authorities appear to vary widely by similar 
percentages. 

There is no clear reason why, if (as we assume) the incidence of MH is 
constant on average, that inherent statistical variations in 
prevalence of MH should lead to more than a variation of about + 10% 
in expenditure. The remaining + 40% variation overall must therefore 
be due to the combined effects of differences in service by other 
bodies (perhaps linked to the socio-economic characteristics of the 
area concerned), differences in SSD policies, differences in SSD 
efficiencies and quite exceptional local geographical factors that may 
possibly affect prevalence in a few cases. 

5.5 Characteristics of the Authorities Studied 



Authorities studied included: 

- three shire counties 

- three metropolitan boroughs 
two London boroughs 

The authorities were selected from English and Welsh authorities to 
cover a wide range of different approaches to care for mentally 
handicapped people, and of the pattern of expenditure on different 
types of service for them. 

The authorities were visited in two groups. Extended visits were made 
to an initial group of four authorities, and a draft comparative 
report made in January 1982 on which discussions were held with the 
authorities concerned. Subsequently, a second group of four 
authorities was visited to discuss their comments on the draft 
comparative report, obtain an understanding of their own approaches 
and to obtain statistics on the services they provide and their 
costs . 
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This report incorporates findings and conclusions from both groups of 
visits. The authorities in the first group are referred to in the 
report as A,B,D and H; and in the second group as K,L,M and N. 
Authorities A,B,D and H have the same labels as in the child care 
study which preceeded this one. The labels for authorities K,L,M and 
N do not correspond to those used for the same authorities in any 
other social services studies (although two of the authorities were 
included in the childcare study). 

S.6 Clarification of Value for Money Issues 



The clarification of mental handicap value for money issues is a 
daunting task. Difficulties include: an absence of objective measures 
of value; problems of categorising the mentally handicapped in ways 
which facilitate useful analysis; the inherent statistical variability 
in the relatively small numbers of mentally handicapped people 
actually found per 100,000 population in different Social Services 
Department areas; and the various effects of other bodies such as the 
NHS and private and voluntary groups on the number and type of 
mentally handicapped persons for whom a local authority finds itself 
providing care. 

In clarifying "value for money" for mentally handicapped people, the 
study has taken account of: 

the variety of types of beneficiaries (the need for, and hence 
value of, a service is different for different categories of the 
handicapped, and may be different again for their families and 
for society at large) 

who is paying (Local Authority Social Services Department, Local 
Authority Education Department, National Health Service, Social 
Security, family, charity) 

what type of care is being considered (long-term night time 
accommodation, care during the day, family support and short-term 
relief) . 

The possible combinations of benef iciarles/payers/types of care in 
principle divide the value for money problem into very many pieces 
which may have to be considered separately as well as in relation to 
one another. In practice, the study has focused only on the pieces of 
the problem which have a significant overall effect on value for 
money. Indeed, because of the difficulties of assessing the relative 
values of different types of care to different groups of 
beneficiaries, and of obtaining data, it is at present possible to 
analyse only some of the important pieces of the problem. On other 
pieces such as the position of families who would prefer not to have 
to care for their mentally handicapped relatives at home, but who 
continue to do so, the study did not find any data which would make 
analysis possible at present. 

It has been assumed that the value for money of Social Services 
Departments' services is improved by good planning. It was therefore 
thought useful to set out issues which need to be addressed in long 
and medium term plans, and which if not addressed suggest that future 
value for money is likely to be deficient. 
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S.7 Value for Money Questions of Importance to a Local Authority and its 
Auditors 



Once the Issues of value for money for mentally handicapped people 
had been sufficiently clarified, it became possible to formulate a 
number of broad value for money questions which are of importance to a 
local authority and its auditors: 

1. Is the total provision for the MH in the area consistent with 
providing value for money? 

2. Is there an appropriate division* between the care offered by the 
local authority Social Services Department, and that offered by 
the NHS and by families in particular, and by others such as the 
local authority Education Department and private and voluntary 
agencies ? 

3. Could the authority give better value for the same overall 
expenditure by increasing the availability of some types of care 
and decreasing the availability of other types? (Or could it 
give the same value for less expenditure?) 

4. Could the authority use its existing capacity of different types 
of care so as to give better value by changing the way in which 
the types of care are allocated to MH individuals? 

5. Could the authority improve the efficiency with which its care is 
provided, i.e. could the same level of service from any of its 
activities be provided at less cost? 

6. Is future value for money being assured by timely preparation to 
accommodate those changes in the local authority's scope of 
responsibility which are expected to result from implementation 
of DHSS policy? 

It is not possible at present to obtain answers to questions 1, 4 and 
some aspects of 3, although section S.9 contains suggestions for 
actions which could be taken to obtain answers in future. However, 
information was obtained which made it possible to provide answers to 
much of questions 2,3,5, and 6. These answers are summarised in the 
next section. They focus on actions which could be taken to: 

increase the use of types of resource which tend to give 
relatively high value at relatively low cost, as alternatives to 
lower value, higher cost resources in use at present. 

~ increase the use of types of resource which appear to provide 
equivalent value at significantly lower cost than other 
resources. 



*Note: "Appropriate division" is to be interpreted as meaning that 

the respective present contributions of the agencies considered are 
such that there is no need for these contributions to change 
substantially in order to improve achievement of value for money. 
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identify the choices which need to be made the explicit subject 
of local professional and political discussion and agreement in 
the light of national policies and other pressures, to decide 
between providing lower cost, but also lower value resources to 
relatively many MH people and their families (some of whom now 
get little or none of some resources), rather than providing 
higher value, but also higher cost resources to smaller numbers. 

- adopt ideas which have been found to work elsewhere to reduce the 
costs of providing particular kinds of services without 
significant reduction in value. 

improve the coordination (between the NHS and SSDs in particular) 
of planning for the future to avoid the risks of poor value for 
money: on the one hand of NHS discharges taking place before the 
SSD is in a position to provide adequate care for those 
discharged (and hence provide poorer value to those affected); or 
on the other hand of SSDs having to spend money in advance of 
future requirements becoming known in sufficient detail. 

A lack of an objective basis for answering the question, or a lack of 
availability of relevant information, limits or precludes answers at 
present to parts of question 3 and to all of questions 1 and 4. For 
these questions, some suggestions have been made for action which 
should be taken to obtain answers in future. 

The study has not addressed the question of the potential for changing 
the role of the ATCs in the face of lower than expected opportunities 
for their attendees to leave after a period of education and 
training. 

There is also no discussion of matters which, while they do - or may 
eventually “ affect value in important ways, nevertheless do not now 
have a significant effect on expenditure. Thus matters such as 
experimental schemes, or the quality of staff and of professional 
practice are not reported on. 

S .8 Answers Suggested by the Study to Questions 2,3,5 and 6 

For each of the questions which can be answered now, the following 
sections set out: 

- findings 

~ conclusions suggested by the study upon which action to Improve 
value for money could be taken 

- (where possible) an indication of the potential for improvement. 



Question 2: Is the dividing line appropriately drawn between the care 

offered by the Social Services Department of the local authority, and 
that offered by the NHS and by families in particular, and by others 
such as local authority Education Departments and private and 
voluntary agencies? 



DHSS guidelines suggest total residential provision by all agencies of 
153 places per 100,000 total population, of which in future it is 
intended that the NHS should provide 65. In practice, in the 
authorities studied, the NHS now provides between 65 and 106 places. 
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Social Services Departments nationally provide only around 17% of the 
total publicly funded residential places. One of the authorities 
studied did not have information on total publicly funded provision in 
their area. In the remaining seven authorities Social Services 
provision ranged from 10% to 43% of the total for adults and from 18% 
to 88% for children. The dividing lines are clearly drawn very 
differently in different authorities. 

Between SSDs and the NHS there were strong indications that the 
dividing line is not drawn appropriately at present. The question of 
how it should adapt in future was not being adequately addressed in 
five of the eight authorities studied. Indicators of the scale of the 
changes potentially needed are that: 

“ national DHSS policy is to move at least 15,000 MH people - 

particularly the less dependent - out of hospital: one and a half 
times as many as are currently in SSD residential care of all 
kinds (the DHSS has estimated that 15,000 could be discharged 
immediately from the NHS if appropriate community services were 
available; more could be discharged after training). 

- significant numbers of MH adults had been discharged from 

hospital by the NHS in two authorities visited, for whom the SSD 
could make no suitable provision: they amounted to over half of 
the MH adults in SSD residential care in authority D 

“ all but two of the authorities visited made little or none of the 
provision of ATC care for NHS residents suggested by DHSS 
guidelines (27 per 100,000 adult population), and these two made 
only one third and two thirds, respectively, of the guideline 
provision 

the shift in resources from NHS to SSDs suggested by the 1981 
DHSS consultative document "Care In the Community" is of the 
order of £90 M p«a. which is equivalent to around 70% of the 
total spent in 1980 by SSDs on the care of MH people. 

Between SSD and Private and Voluntary Care the dividing line also 
varied widely in the authorities studied; long stay residents known to 
the SSD in private and voluntary homes ranged from as few as 3 per 
100,000 population in authorities A and H to as many as 35 in 
authority K. Examples of large-scale cooperation with voluntary 
societies in providing care were noted in authorities A and K. 

Initiatives were being taken in a number of authorities through 
liaison with Education departments to use surplus capacity in ESN 
schools (arising from falling birthrates in recent years) at low 
marginal cost to relieve pressure on ATC places, particularly for 
young MH adults. Similar opportunities to improve value for money may 
exist in other authorities: organisational or administrative barriers 
may need to be overcome to enable the opportunity to be taken. 
Furthermore there is the opportunity for relaxation of pressure on ATC 
places through having more people looked after by Education 
Departments consistent with the statutory right of MH people to remain 
at school until 19. 
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Between SSD and family care questions of value for money in the 
dividing line cannot be quantitatively answered, but there was no 
general qualitative evidence to suggest that it is inappropriately 
located at present. 

A potential problem for the future is the care of middle-aged MH 
people. They are now living longer, many to the age where their 
elderly parents cannot continue to cope, through death or increasing 
infirmity. This may indicate a need for: 

information to be gathered on the scale of the problem (as had 
been done by one authority visited) 

changes in the boundary in future between SSD care and family 
care for this age group. 



Question 3: Could the authority give better value for money for the 

same overall expenditure by increasing the availability of some types 
of care and decreasing the availability of others? Or could it give 
the same value for less expenditure? 



The study identified three distinct types of possibilities in 
principle under this heading, and authorities may wish to note the 
examples found by the study team, as follows: 

1 . Provide the Same or Increased Value for Less Money 

Several authorities had used the following approaches to improve 
value in residential care, and all the authorities agreed in 
discussion that the approaches should be seriously considered: 

a. Increase the proportion of lower Intensity residential care 
for adults , in combination with suitable arrangements for 
rehabilitation and training. It was judged in the 
authorities studied that this could increase the value 
received by MH adults from care provided by: enabling them 
to progress to the lowest intensity form of care with which 
they can learn to cope, providing them with more homelike 
surroundings, and encouraging them to live independently as 
far as possible. If a spectrum of intensities of 
residential care is available, either within a given home, 
or in different homes, this can further ease the transition 
to lower intensity forms of care. 

As an indication of the potential for Improvement in value 
for money, for each 10% of those currently in high intensity 
LA residential accommodation who could be moved to lower 
intensity accommodation such as group homes, national cost 
savings could be of the order of £3 M p.a* (equivalent to 
£30,000 p.a. for an authority with a total population of 
half a million), while value should increase as mentioned 
above . 

Two of the eight authorities had already reached a position 
where 25% of their MH adults were in such low intensity 
forms of accommodation whereas five of the other six 
authorities had only between 3% and 11% in such 
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accommodation (one authority’s position was not comparable 
due to the results of discharges from NHS care). On the 
basis above, these five authorities could potentially 
achieve savings of £10“15,000p.a. per 100,000 population by 
increasing their proportions of adults in low intensity 
forms of accommodation. 

b . Increase fostering placements of MH children as an 
alternative to residential hostel accommodation 



Professionals in the authorities studied generally 
subscribed to the view that suitable fostering placements, 
suitably supported, were generally better for an MH child - 
or at least no worse - than care in a residential hostel 
although there are some children for whom this general 
statement does not apply. 

Average direct cost savings could be at least £1,600 p.a. 
per child fostered. Fostering of MH children at the level 
achieved by Authority A (5 per 100,000 population) could 
then result in average cost savings of the order of £40,000 
p.a. for an authority with a population of around half a 
million. This would be equivalent to around £4 million p.a. 
nationally, although there would be some offsetting 
allocated cost of the support required for fostering. 

2 . Provide Good Care for More People rather than the Best Care for 
Fewer People 



The study team found some examples of what might be considered as 
'’the best being the enemy of the good." 

The balance to be struck on this issue is necessarily a matter 
for local political and professional judgement. But in striking 
that balance, and ensuring that value for money can be seen to be 
achieved, local authorities should be aware of: 

- whether significant numbers of MH people or their families 
are receiving little or no care of some types at all 

opportunities for providing "good" care at costs less than 
that of the "best" care 

-■ the costs of the alternatives. 

Particular opportunities of this type were found in day care 
provision. Five of the authorities studied had significant 
shortfalls in ATC provision relative to the DHSS guidelines of 
202 places per 100,000 adults; overall shortfalls in these 
authorities ranged from 25% to over 55% of the guideline. 

Analysis indicated that this shortfall is likely to affect mainly 
NHS residents and those living with their families (most 
residents of SSD~funded accommodation receive ATC care - 60% to 
90% in the authorities studied). Approaches to reducing the 
impact of this shortfall at relatively low cost include; 
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a. Providing lower intensity, forms of day care as an 
alternative to ATCs 

Some of the authorities provide day care facilities with 
lower staffing ratios than is customary in ATCs, but which 
some professionals believed are sufficient for the needs of 
those MH adults who are at a stage of development where they 
have less to gain than others from the education and 
training content of full ATC care. 

Seventy or more such day centre places, at national average 
annual costs of around £1,000 per place, could be provided 
for the same cost as fifty ATC places (with higher staff 
ratios) at £1,400 p.a. per place. Nationally, for each 10% 
of present ATC attendees who could be moved to such lower 
cost places, a further 1,500 to 2,000 such places could be 
made available at no overall increase in average cost. The 
question arises, for members and professionals, as to 
whether to provide 70 people with a service such as that 
provided by those authorities with the lower staff ratios 
gives better or worse value than providing a - possibly - 
better service to 50 and no service to 20. 

b. Sharing ATC places between more than one person 

One authority shared some of its ATCs places between two or 
more people, each attending only some of the 5 daily 
sessions each week. Another deliberately "overbooked" its 
places by up to 10% to allow for the probability that on any 
given day some of the attendees will not be able to come. 

3 . Avoid increases in (or in some cases, reduce) the provision of 
forms of care for which lower cost alternatives are available 
which give equal or greater value . 

SSDs are facing increased pressures on care for mental handicap, 
particularly but not solely from the planned transfers from NHS 
care. Coping with these pressures, within restricted budgets, 
obviously needs the best use to be made of existing resources. 

Through consideration of the opportunities of types 1 and 2 just 
described, authorities may be able to: 

“ develop procedures to ensure that "high intensity (high 

staff/ place ratio) long stay residential hostels for adults 
are used only for the more dependent, and that less 
dependent people are placed in lower intensity forms of 
care. Some high intensity residential establishments may be 
suitable for adaptation to lower intensity or mixed 
intensity use, or to other uses entirelyj others may be able 
to be closed depending, of course, on pressure from MH 
people who are expected to be discharged from hospital over 
the next few years . 

- develop procedures to ensure that ATC places go to those who 
can benefit most from their full range of activities, and to 
place others in less intensive forms of day care. 
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adapt children’s homes to short stay residential care, or 
close them, and provide long term residential care by 
increased fostering for more of the children for whom 
fostering can be made appropriate instead. 



Question 5: Could the authority improve the efficiency with which its 
care is provided, i.e. could the same level of service from any of its 
activities be provided at less cost? 



There are substantial variations in unit costs and staffing ratios, 
both within and between authorities, of services which appear to aim 
at providing broadly similar care to comparable groups of clients. 

Residential hostels and ATCs together accounted for 60-90% of all MH 
expenditure by SSDs in the authorities studied. For these types of 
establishment the ranges of average costs and staffing ratios found 
between the authorities studied were: 

1. High intensity residential homes for adults: 

- net cost to the SSD from £2,700 p.a. to £4,000 p.a. per 
place (highest 50% above lowest); medium intensity hostels 
are being operated by Authority N for £2,300 p.a. per place 

- staff/place from 0.46 to 0.64 (highest 35% above lowest); 
Authority N’s medium intensity hostels average 0.38 staff/ 
place . 

2. Adult training centres: 

net cost to the SSD from £1,100 p.a. to £2,300 p.a. per 
place (highest over 100% above lowest) 

staff/place from 0.12 to 0.25 (highest over 100% above 
lowest ) . 

Although it may be that there are important differences in client mix 
and care standards in the different establishments, nothing was 
brought to the study team's attention which indicated any general 
agreement among professionals that there were differences in the value 
being achieved in the residential hostels and ATCs of high and low 
cost. However, the team was able with the help of the authorities to 
identify the following factors which may have contributed to the 
apparent differences in cost , and which may suggest opportunities for 
action by other authorities: 

a . Conversion rather than purpose building of residential homes and/ 
or using Housing Department's assistance to provide homes 

One of the authorities studied had developed converted rather 
than purpose built homes. Some of these converted premises were 
obtained originally with Housing Department assistance. Annual 
savings in debt charges relative to other authorities were of the 
order of £500 p.a. per place, which could amount to several tens 
of thousands of pounds a year for a typically sized authority. 
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b. Reduced day time staffing levels in hostels when residents are 
attending ATCs 

One authority was able to reduce day time staffing levels 
substantially in four of its five hostels which were run jointly 
by the SSD and a voluntary society, through a combination of the 
acceptance of residents only if they also attended ATCs, and the 
flexibility afforded by the use of voluntary society staff. 

c. Providing day care in hostels to non-residents 

One authority found that the time of permanent staff at a hostel 
was less than fully occupied during the day when most residents 
were attending ATCs. This enabled them to provide day care at 
very low cost to MH people living at home who would otherwise 
have received no day care owing to a shortage of ATC places. 

d. Incorporating domestic work In ATC programmes 

One authority was able to dispense entirely with domestic staff 
in its ATCs by integrating domestic tasks with the trainees' 
programmes of education and training; in the authority's view, 
this if anything Increased the value of the programmes, while 
lowering the staffing by the equivalent of up to 4 or 5 staff per 
training centre. 

e. Considering Increased income from sale of work done in ATCs 

Views on the appropriate amount of contract work to perform in 
ATCs differ between authorities. Authority B obtained 
significant income from sale of work performed under contract as 
part of the trainees' programme. This authority applied a 
standard margin of 50% to the cost of raw materials. A more 
commercial pricing policy, recognising the value of work 
performed by trainees, coupled with improved accounting for costs 
of raw materials, might enable this contribution to be further 
increased from the several hundred pounds per year per place 
already achieved. 

f . Renting spare capacity in establishments to or from other 
authorities 



Three authorities rented significant numbers of places in their 
residential hostels to neighbouring authorities at charges close 
to the authority's overall average cost per place. They thus 
obtained revenue significantly higher than the marginal costs of 
providing the extra places which they themselves did not need. 

One authority similary rented out ATC places. 

Particularly in periods of transition (rising or falling demand 
for places) this flexibility can reduce the incidence of the high 
costs of providing whole new establishments which would be 
difficult for one authority to utilise fully on its own. 

The income reduced the average net cost per place in the letting 
authority by £400 - 700 per annum (averaged over all their 
hostel places), and by up to £100 per ATC place. 
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Question 6: Is future value for money being assured by timely 
preparation to accommodate those changes in the local authority's 
scope of responsibility which are expected to result from 
implementation of DHSS policy? 



Profound effects on local authority provision of service are likely to 
result as the national policy intention to reduce NHS provision by a 
third over ten years comes into effect. The impact of these changes 
will be the dominant factor in achieving value for money for SSDs in 
the future j but national policy and guidelines are insufficiently 
detailed to act as a basis for SSD planning because of the wide 
variations in existing local NHS provision. 

In five of the eight authorities studied, local information available 
to SSDs through joint planning did not Identify the numbers, needs and 
timing of proposed NHS discharges clearly enough to enable the SSDs to 
make firm plans for future resource provision. In two of the 
authorities, discharges from the NHS in advance of alternative SSD 
provision being available has led to significant numbers of MH people 
being left in boarding houses with no day care, training or social 
education and so not receiving the improved care value which is the 
reason for the transfer. 

There is the potential for significant future SSD value for money 
problems unless: 

a. discharges are planned and co-ordinated in detail to match 
discharges to the availability of SSD or alternative provision 

b. permanent transfers of resources can be made on the necessary 
scale (of the order of £90M p.a. by the early 1990s) to match the 
proposed timescale of the transfers. 

One authority is pioneering an arrangement whereby it will operate one 
or more hostels as agents of the NHS, who will fund the places thereby 
provided. The aim of the scheme is to enable resources effectively to 
be transferred to the SSD along with discharged NHS residents. Such 
arrangements may be possible elsewhere. 

S .9 Partial Answers Which Can Be Suggested to Questions 1 and 4 and to 
Parts of 3 not Covered Above 



Only partial answers can be suggested at present to questions 1 and 4, 
and to parts of question 3. The following sections contain 
suggestions for actions which could be taken to obtain answers in 
future: 



Question 1: Is the total provision for the mentally handicapped in 

the area consistent with value for money? 



The answer to this question has ultimately to depend on political 
judgements made for an area. The study investigated answers to the 
question by reference to DHSS guidelines and to occupancy levels. 
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The provision of residential care outside the family home in total by 
the NHS, local authority Social Services Departments and Education 
departments, and private and voluntary agencies was not significantly 
different from that suggested by DHSS guidelines in the five of the 
eight authorities where comprehensive data was available. 

An authority, and its auditors, wishing to assess whether its own 
total level of provision of residential care is consistent with 
providing value for money needs to obtain the necessary information 
about other agencies^ provision. It should then perform the 
appropriate analysis to compare the total with the DHSS guideline (see 
Chapter 4 and Table 4.1 in the main report). It should use this as a 
starting point for local modification if this is - explicitly - made 
the subject of local political and professional discussion and 
agreement. The discussion needs to take account of national policies 
and other pressures. 

As already noted, five authorities had significant shortfalls in ATC 
provisions relative to DHSS guidelines. 

The level of provision of day care facilities is also ultimately a 
subject for local judgement. The assessor of the achievement of value 
for money in total day care provision should satisfy himself that: 

appropriate analyses have been performed to adjust the guidelines 
for total ATC provision for the wide differences in the numbers 
of NHS MH residents (who mostly do not at present make use of ATC 
provision), before comparisons of total day care provision are 
made with DHSS guidelines (which include a standard provision 
for NHS residents) 

“ such differences as remain between adjusted guideline and actual 
provision have been made the explicit subject of local political 
and professional discussion and agreement. 

Persistent under-occupancy of more than a few percent in an 
authority’s establishments would indicate a potential value for money 
problem. It was not found in the authorities studied for long term 
residential care, but was a potential problem in three authorities’ 
ATCs, and one authority’s short stay hostel for children. 



Question 3: Could the authority give better value for money for the 
same overall expenditure by increasing the availability of some types 
of care and decreasing the availability of others (or could it give 
the same value for less expenditure), for different mixtures of 
residential care, day care, short term residential relief care, and 
family support? 



1 • Provision of high value, but high cost forms of care 

One form of care which is often felt by local political and 
professional judgement to be of sufficiently high value to 
outweigh its high cost is special care for the most severely 
handicapped. The study team's analysis of the value-f or-money 
issues involved suggest that a local judgement is the appropriate 
basis for this decision. 
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However, the study also found that there was inadequate 
information on the expected or actual costs of this form of care 
when it was incorporated as part of an ATC, as is common 
practice. (Only one authority ran a separate special care unit, 
for which separate costs were available) . 

The assessor of value for money in this context should be able to 
satisfy himself that: 

the costs of the alternatives to providing high value, high 
cost forms of care have been made explicit 

- the judgement on value for money has been taken with 

knowledge of these costs, and appropriate discussion and 
agreement involving both local professionals and 
politicians, in the light of national policy and other 
pressures . 

2 . The effectiveness of ways of reducing requirements for 
residential care 



It may well be also that the provision of one or more of the 
services of day care, family support, and short term residential 
care is likely not only to improve the value of care to families 
and MH people living with them, but also to reduce the 
requirement for long term residential care to be provided by the 
SSD. 

There is some statistical evidence, which is worth further 
investigation, that regions of the country with relatively high 
provision of SSD day care have relatively low provision of 
residential care (NHS and SSD combined) - and the evidence tends 
to suggest that increased levels of day care may reduce pressure 
on residential accommodation. 



Providing more day care will in itself add value, and its net 
cost could be smaller than its gross cost because of potential 
savings from reduced pressure on residential care. There is also 
some suggestion in the data that this offsetting saving could be 
sufficient to reduce the overall cost to the SSD of serving a 
given number of MH people and their families, with no loss in 
value; indeed, it could go so far as to reduce net public sector 
expenditure as a whole (which includes additional Social Security 
entitlement for MH people living with their families). 

A similar effect was believed by professionals in the authorities 
visited to operate in respect of the provision of short term 
residential relief care (for both adults and children) and family 
support , but the study team was unable to find data to quantify 
the scale of this effect. Arguments are presented in the body 
of the report demonstrating the data that are required and how 
they could be used to assess the impact and net cost of providing 
such care. 

Carefully controlled and analysed experiments, ethically 
conducted, appear to the study team to be necessary to establish 
whether overall costs would be reduced, and hence whether value 
for money could be increased in this way. Measurement (however 
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approximate to begin with) is needed of the numbers of MH people 
with families unable to care for them at home without support, 
and of the proportion of families caring at home (with or without 
support) who would prefer not to do so. 



Question 4: Could the authority use its existing capacity of 

different types of care so as to give better value by changing the way 
in which the types of care are allocated to MH people? 



This question cannot be answered except where a case register (or 
equivalent data) is kept and where the case register data is coupled 
with explicitly stated professional and political judgements on 
appropriate alternative forms of care for individuals and families 
with different characteristics. 

Such a situation was not found in any of the authorities studied, so 
the question could not be answered for them. 

An approach to answering this question is suggested in Appendix 10. 

Of the eight authorities studied one was covered by a comprehensive 
case register and in one other a case register was being established. 



IMPORTANT NOTES 
Price Base 



Note that all costs quoted in this report refer to November 1979 price 
levels (as used for 1980/81 original estimates), unless otherwise 
stated. 

Where necessary, costs from other years have been adjusted to the 
November 1979 level using the Retail Price Index for the relevant 
periods . 

Data on Resources and Clients 



Where numbers of residents places etc. are quoted in this report they 
refer to data made available at the time the visits were made (April 
to July 1981 for authorities A,B,D and H, May to July 1982 for 
authorities K,L,M and N) and represent the situation during the 
financial year 1980-81 unless otherwise noted. 
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1 . 



BACKGROUND - MENTALLY HANDICAPPED PEOPLE AND SERVICES TO THEM 



This chapter sets the scene for the report. 

1.1 Who are the mentally handicapped? 



There is no generally accepted definition of mental handicap. The 
1971 DHSS XThite Paper 'Better Services for the Mentally Handicapped' 
states simply that: 

"A person who is mentally handicapped does not develop in 
childhood as quickly as other children nor attain the full mental 
capacities of a normal adult." 

Other sources use other broadly similar definitions (examples can be 
found in Appendix F of the 1980 DHSS review "Mental Handicap: 

Progress, Problems and Priorities"). Severe mental handicap tends to 
be associated with an IQ of under 50. 

1.2 How many people are mentally handicapped? 

There is precise knowledge neither of how many mentally handicapped 
(MH) people there are nor of what proportion of people are born 
mentally handicapped. The 1980 DHSS Review 'Mental Handicap: 

Progress, Problems and Priorities' estimates that around 4 in every 
1,000 people are born severely mentally handicapped and that, in the 
population as a whole there are surviving between 2.9 and 3.4 people 
per 1,000 who are sufficiently handicapped to be actual or potential 
users of services for the mentally handicapped. Thus there are likely 
to be between 140,000 and 170,000 mentally handicapped people living 
in England and Wales. 

1.3 Are there regional differences in proportions of mentally handicapped 
people in the population? 



There is no conclusive evidence that statistically significant 
regional differences occur in the incidence of MH (the proportion of 
live births which are of MH children) , nor is there evidence of 
significant regional differences occuring in the prevalence of MH (the 
proportion of MH people surviving in the population) , although 
variations may, exceptionally, be significant on a more local basis. 

1.4 Is the proportion of mentally handicapped people in the population 
changing? 



Changes in medicine are leading to some reductions in the proportion 
of the new born who are MH, but they have also led to increased life 
expectancy for MH people. On balance, overall there is no current 
indication as to how the proportion of MH people in the population 
will change. 

1 . 5 I-Jhere do mentally handicapped people live? 

About 40% of MH people live in some kind of long-term residential 
accommodation rather than with their families or independently. 
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About 80% of these residential places are provided by the NHS 
(Table 1.1). The most severely handicapped of those in residential 
accommodation tend to be in NHS care, but by no means all of those in 
NHS care are severely handicapped. 

Different types of local authority residential accommodation can be 
distinguished by the intensity of care which is provided. Intensity 
can be very broadly described by the ratio of staff to residents. 

High Intensity local authority Social Services Department (LA SSD) 
homes will have staff : resident ratios of 0.4:1 or higher; low 
intensity LA SSD homes have lower staff ratios and may have no 
residential staff (as in group homes). The appropriate form of 
residential care depends on the degree of independence of which the MH 
person is capable at a particular point in his life. 

1 .6 What day care is provided? 

About 60% of MH adults not in NHS hospitals receive day care in LA SSD 
Adult Training Centres (ATCs, also becoming known by other names such 
as Social Education Centres). Most of the remaining 40% do not 
receive day support from the LA SSD. 

MH adults in hospitals receive very various forms of day care ranging 
from outside employment, through care similar to that provided in 
ATCs, to being kept secure in their wards. 

MH children of school age are provided for during term time by 
Education Departments - a large proportion attending ESN(S) 
(educationally sub normal - severe) schools. 

1 .7 What other support to families is provided? 

To support MH individuals in the community and their families - and 
thus to contribute to keeping the MH in the community - additional 
services may be provided by the LA SSD. 

A key support is making short term residential care available to 
provide families with a break- Also, social workers counsel parents 
on coping with difficulties, and information is provided on services 
available (such as physical aids and home adaptations for MH people 
who also have physical handicaps). 

1.8 How much money is spent on MH people by the public sector? 

Total net public expenditure on specific services for the mentally 
handicapped in England and Wales in 1979-80 was of the order of £500m, 
or just over £10 per head of the population per year, made up 
approximately as shown in Table 1.2. 

One quarter of net public expenditure on the mentally handicapped is 
spent by LA SSD's. 

One tenth of total LA SSD expenditure is on the mentally handicapped* 

LA SSD's spend mostly on residential and day care, and in 
approximately equal amounts (Table 1.3). Most of this spending is on 
establishments - residential homes and ATCs. 



- 2 - 



Printed image digitised by the University of Southampton Library Digitisation Unit 



1 . 9 How do MH services and expenditure vary between LA social services 



There are very considerable differences in MH provision and 
expenditure between the various local authorities (Table 1.4). 

Available statistics indicate that there are approximately three times 
as many adults in LA SSD residential care in some authorities as in 
others (per head of population). 

There are approximately twice as many MH adults per 100,000 population 
given day care in ATCs in some authorities as in others. 

Some authorities spend approximately twice as much as others per MH 
adult receiving residential or ATC care. 

These ranges are approximately five times as large as the ranges in 
the numbers of MH individuals that might be expected per head of 
population in the different authorities if all local and health 
authorities operated similar policies and procedures. 

It is one of the aims of this report to give some appreciation of the 
implications of these differences on the value for money provided by 
the different authorities. 

1.10 What changes in services for MH people are envisaged? 

The 1971 DHSS White Paper ’Better Services for the Mentally 
Handicapped' set the course which the then government believed 
services for the MH should follow into the early 1990s and specified 
planning targets which it hoped could be achieved by that date. The 
main recommendations concerned: 

development of coordinated health and personal social services 
for MH people in each locality 

a major shift in responsibility for residential care from health 
to local authorities involving a considerable increase in local 
authority provision 

“ a considerable increase in ATC provision. 

The principles underlying these recommendations are quoted in 
Appendix 1. Although progress in the 1970s towards the targets has 
not been as fast as was hoped, the government reaffirmed its 
commitment to the direction of change in the 1980 DHSS review, and in 
July 1981 published a consultative document 'Care in the Community’ 
which considers how to achieve the objective of transferring 15,000 MH 
people from hospital care to care by SSDs in the community. In other 
words, the document aims to reduce the number of hospital places by 
over a third, and to transfer out of the NHS a number of MH 
individuals equivalent to the total number of MH individuals presently 
in residential homes run by the local authority, voluntary and private 
sectors . 
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2 . 



THIS STUDY 



2 . 1 Aims of this Study 



As stated in the Overall Summary, the aims of this work were: 

1. To identify factors underlying differences in the patterns of 
care provided to mentally handicapped people by Social Services 
Departments in different local authorities, and to review the 
Impact these factors have on the costs of care provision and the 
value for money obtained. 

2. To investigate elements of the care provided by particular 
authorities, and to identify those whose adoption by other 
authorities might Improve the value for money obtained by those 
authorities. 

This report has been written to inform SSDs about what has been 
achieved in this study and to inform District Audit staff of 
considerations which may affect value for money in SSDs' care of MH 
people so that they will be better able to comment on the value for 
money being achieved in particular situations. 

2.2 Approach 

The approach to this study was similar to that for the child care 
study undertaken by the Audit Inspectorate working with the same firm 
of management consultants (Arthur Andersen & Co.) and published by the 
Audit Inspectorate in October 1981. The approach was based on a 
comparative review of provision at several authorities. The 
authorities were selected to span a wide range of characteristics of 
their provision for the MH. The authorities were chosen to give a 
range of high and low levels of provision (and/or costs) of particular 
types of care, with, where possible, strong commitments to particular 
but different philosophies of care. 

2.3 The Authorities Studied 

Two shire counties were selected for initial review (Authorities A and 
B). These were followed by two metropolitan boroughs (Authorities D 
and H) . Shorter reviews where then made of one more shire county 
(Authority N), a further metropolitan borough (Authority M) and two 
London boroughs (Authorities K and L). Table 2.1 shows the ranges of 
provisions and unit costs in the eight authorities. Only Authority H 
is close to the targets for levels of provision set in the DHSS White 
Paper, being one of the very few authorities in that position. 

Authorities A,B,D and H have the same labels as for the earlier child 
care study carried out for the Audit Inspectorate. No attempt has 
been made to make the labels of authorities K,L,M and N consistent 
with any other study. 
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2.4 Work Done 



The study began with a review of national statistics on care provlsii 
and costs. 

Following this, work performed at the four originally selected 
authorities consisted of: 

- conducting interviews in the centre of the SSD with managerial 
and planning staff of the SSD to understand the authority's 
policies and practices with regard to care of the MH and to 
appreciate their objectives 

visiting residential and day care establishments and area 
offices, both to interview officers in charge and to collect da 
for subsequent analysis 

collecting and analysing capital and revenue costs of care 
provision. 

A short report profiling care provision was prepared for each of the 
authorities and discussed with officers of the SSD concerned. 

Analysis was then carried out and an interim report was prepared as 
basis for discussion with the four original authorities and the secc 
group of four authorities. 

Work at the second group of four authorities was limited to intervie 
with senior management, collection and analysis of statistics on 
provision and costs and incorporation of findings into this report. 

2.5 Scope of the Report 

This report concentrates on the value for money of those resources 
available to the MH which may affect an SSD's expenditure appreciab] 
These are: 

the total amount of residential care available in its local ar< 

the number of residential places directly maintained by the loi 
authority from its own resources as compared with the MS and 
other agencies 

the distribution of these local authority residential places 
across different intensities of care 

- the number of local authority day care places 

the amount of local authority family support and short-term 
relief care. 

There is no discussion of matters which, while they do - or may 
eventually ~ affect value in important ways, nevertheless do not no 
have a significant effect on expenditure. Thus matters such as 
experimental schemes, or the quality of staff and of professional 
practice are not reported on. 
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3 . 



QUESTIONS THAT CAN BE ANSWERED ABOUT THE 
VALUE FOR MONEY OF LOCAL AUTHORITY 

MENTAL HANDICAP SERVICES 



3.1 Questions of Interest 

The assessor of whether a local authority is providing value for money 
with its mental handicap services needs to be able to address the 
following broad questions: 

1. Is the total provision for the MH in the area consistent with 
providing value for money? 

2. Is there an appropriate* division between the care offered by the 
SSD of a local authority and that offered by the NHS and families 
in particular, and others such as the Education Department and 
private and voluntary agencies? 

3. Could the authority give better value for the same overall 
expenditure by Increasing the availability of some types of care 
and decreasing the availability of other types? (Or could it 
give the same value for less expenditure?) 

4. Could the authority use its existing capacity of different types 
of care so as to give better value by changing the way in which 
the types of care are allocated to MH people? 

5. Could the authority improve the efficiency with which its care is 
provided, i.e. could the same level of service from each of its 
activities be provided at less cost? 

6. Is future value for money being assured by timely preparation to 
accommodate those changes in the local authority’s scope of 
responsibility which are expected to result from implementation 
of DHSS policy? 

These questions are considered further in the rest of this report and 
the answers arrived at are collected together in the overall summary 
at the front of the report. The present chapter discusses the extent 
to which it is possible to give complete answers to the questions. 
Subsequent chapters discuss the questions in more detail. 

3*2 The Feasibility of Answers 

Only some of these questions can be answered, and even these only 
partially. Nevertheless, these incomplete answers provide important 
insights which may be helpful in assessing directions for improving 
value for money. 
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The ability to answer the questions is limited fundamentally by two 
factors: 

the lack of a basis for judgement by those other than local 
politicians and professionals, in the light of national policies 
and priorities, of how much weight should be given to the 
services received by one group of people as compared to another 

group . 

severe problems with availability of data. 

Furthermore, local authority mental handicap services are 
characterised by: 

the complexity in the range of services made available to MH 
individuals of different ages, degrees of handicap and family 

circumstances . 

the overshadowing effect of the quantitatively much larger 
numbers who are cared for by the NHS on one side, and on the 
other by the families of the mentally handicapped (and data 
available to the SSD can be particularly inadequate on both of 
these, especially where there has been no recent assessment of 
the number of MH people for which they are responsible in NHS 
residential care, and for families not currently receiving any 
services from the public sector). 

It will perhaps be helpful to the reader to set out in this chapter 
the main features of the complexity of the problem. This is followed 
by an indication of how data problems prevent the full analysis needed 
to answer the questions at the beginning of this chapter. In place of 
this full analysis, later chapters develop insights on the basis of 
the data which was available and of the views of SSD professionals; 
these insights contribute to (at least partial) answers for the 
questions of section 3.1. 

3 .3 Complexity 

In asking a question about value for money, one is implicitly asking: 

1. Value to whom ? - the beneficiaries 

2. For whose money ? - the paying agency 

3 . By what type of care ? 

An apparently simple question about value for money of a mental 
handicap service may, in fact, involve several types of beneficiaries , 
several paying agencies and several types of care . If the answer is 
to be useful, it is necessary to distinguish between these 
beneficiaries, paying agents and types of care. 

3 .A Complexity: Beneficiaries 

Value is obtained on the one hand by MH individuals (both from the 
therapeutic value of care received and by the reinforcement of their 
dignity and rights as members of society), and on the other hand, a 
possibly different value is obtained by their families. 
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Different types of MH individuals and their families may receive 
different value from the same type of care. For service planning and 
to assess value for money, individuals and families therefore have to 
be grouped by relevant characteristics. In this report a three-way 
grouping has been made: 

1. Adults and children (see Table 3.1). 

2. Degree of handicap (using, as an illustration, Kushlick's 
Physical and Social Incapacity index; see Appendix 4). 

3. The ability and willingness of families of MH people to care for 
them at home. 

Value to society at large is also relevant. It has to take account 
not only of the value to society of having its MH people cared for, 
but also of factors such as occasional resistance from the public to 
the opening of mental handicap homes in their own neighbourhoods. 
Adjustments to 'value to society' will take place through the 
political process (in its widest sense). No further account is taken 
of it here, except to note that it may act as a constraint on the 
implementation of some forms of residential care in the community. 

3.5 Complexity: Paying Agencies 

The costs of providing care are separately incurred mainly by: 

1. The National Health Service (NHS). 

2. Local authorities 

Social Services Departments (SDDs) 

Education Departments (LAEDs). 

3. Department of Health and Social Security (DHSS; through Social 
Security payments of various kinds to MH people or those caring 
for them) . 

4. Families of Mtl people. 

5. Voluntary agencies (which may be receiving financial assistance 
from LAs and/or accepting sponsored clients from LAs and the 
NHS). 

Agencies 1 to 3 above constitute the public sector paying agencies. 
Table 3.2 shows the approximate national split for those paying 
agencies whose costs have been estimated. 

3 .6 Complexity: Types of Care 

The three main types of care involving large expenditure which are 
provided by the major paying agencies or by families are: 

1. Long-term residential accommodation. 

2. Day-time care. 

3. Family support and short-term relief care. 
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Residential accommodation is offered in several forms and provided by 
different bodies. The main forms are as follows: 

For Adults and Children 



MH hospital 

NHS MH hostel unit 

LA MH home ~ high intensity i.e. high ratio of staff to 
residents 

Private/voluntary residential home (including some partially 
or wholly funded by Social Security) 

Family home 

For Adults only 

LA or NHS MH home - low intensity 

LA or NHS group home 

Lodgings /boarded out 

LA old people's home 

Own home (living independently) 

Sheltered housing 

For Children only 



ESN(S) boarding school 
Foster or adoptive home 

Day care likewise is offered in several forms and provided by 
different bodies: 

For Adults and Children 



Hospital day care 
LA hostel day care 
Family home - supervised 

For Adults only 



Hospital day care ~ special care 
ATC special care 
ATC day care 

Sheltered workshop /enclave 
LA day centre 
Open employment 
Further Education college 
Own home - unsupervised 

For Children only 



ESN(S) special care 
ESN(S) or ESN(M) school 
Nurseries and play groups 

All school-age children should be receiving education from 
their LA. 
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Family support and short-term relief care is offered in several 
forms: 

For Adults and Children 



Social Work 
Home Helps 

Short-term relief - MH hospital 
Short-term relief - LA home 
Community MH teams /nurses 

For Children only 



Short-term fostering 
Baby-sitting 
Laundry help 
Home adaptions 

The national extent and the range of provision and unit costs of the 
major types of care encountered in the authorities studied are 
indicated in Table 3.3 (Adults) and Table 3.4 (Children). 

The number of types of care that are offered and the number of paying 
agencies contribute to the complexity of the problem. But perhaps a 
more important contribution to the complexity of asking questions 
about local authority value for money (of residential care 
particularly) is that, in many cases, the same type of individual is a 
candidate for care not only by the local authority but also by the 
much larger NHS and family sectors. Thus not only does the value for 
money of local authority provision have to be considered as part of 
the total provision, but the value for money of the local authority 
provision is dominated by the other sectors. 

Again, an important contributor to complexity is the fact that an 
individual may receive at least two of the three main types of care. 

In effect he receives a package of residential and day care. 

Furthermore, when an individual receives public sector day care or his 
family receive support or short-term relief, the extent of this care 
may affect his need for and value from residential care. 

This matter of an Individual's care alternatives and packages is the 
subject of chapter 5. 

3«7 Infeasibility of Ideal Analysis 

The value for money questions at the beginning of this chapter may - 
very roughly - be seen as variants of the question "how much of each 
type of care is it worth providing?" 

Suppose the question is grossly oversimplified by asking about 
residential care independently of everything else, and by asking the 
question without distinguishing the varieties of intensity of 
residential care. Appendix 12 considers — very approximately — the 
numbers involved. From the analysis in Appendix 12 the following 
points emerge: 

!• To make comparisons of a local authority’s total provision of 

mental handicap service per 100,000 population in isolation from 
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the NHS position is of no value for analysis. Likewise, this 
point is clear from observing that the NHS provides nearly five 
times as many mental handicap residential places nationally as 
SSDs and spends six times as much on residential care for the 
mentally handicapped as SSDs . 

2. The absolute numbers of MH individuals potentially requiring to 
be cared for by SSDs and the NHS are relatively small - of the 
order of a thousand for an SSD covering a total population of 
300,000 - so that the numbers in any group of the MH will be only 
a few dozen to a few hundred in any one SSD. Even if the 
prevalence of mental handicap were uniform throughout the country 
(DHSS has examined this question, and not found any evidence of 
regional differences), one would expect considerable variations 
on statistical grounds - up to several tens of percent for the 
smallest groups (Appendix 3) - in the actual numbers requiring 
care in any group of the MH in different SSDs of the same size. 

3. NHS provision varies considerably between different regions of 
the country, from fewer than 70 to more than 180 hospital 
residents per 100,000 population in different NHS regions. When 
one notes further that the majority of the MH are cared for at 
home, and that there is no statutory requirement for SSDs to 
provide care for those living at home, one would expect local 
judgement to lead to large variations in the extent and the cost 
of provision between different SSDs, per head of population. 

Table 3.5 illustrates these points. The first half of the table shows 
differences in the mix of LA services between the authorities studied. 
The second half of the table relates the local authority residential 
care provision for adults and children separately to the number in NHS 
residential care from the same area (all per 100,000 population). 

The numerical analysis in Appendix 12 suggests, in particular, that it 
will be most difficult, and perhaps impossible, to make useful 
observations about the capacity of those types of care which overlap 
most closely with what NHS provides, l-e, high intensity homes and 
ATCs. 

The conclusion is, as noted in 3.2 above, that only part of the 
questions of section 3.1 can be pursued by this study; this pursuit is 
the subject of the rest of this report. The answers obtained are 
collected together in the Overall Summary at the front of the report. 
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4 . 



OVERALL PROVISION OF RESIDENTIAL ACCOMMODATION AND 
DAY CARE FOR MH PEOPLE 



4.1 Introduction - 

This chapter addresses the first two questions set out in chapter 3 
that an assessor of the value for money of a local authority's MH 
service should ask, namely: 

1. Is the total provision for MH people in the area consistent with 
providing value for money? 

2. Is existing provision so divided between the SSD and others as to 
provide value for money? 

The questions are split first into questions relating to provision of 
residential accommodation, then day care, and then the balance between 
provision of residential accommodation on the one hand and day care 
and family support on the other. 

Answers to the questions are related to the national guidelines 
published in the 1971 White Paper and updated in the 1980 DHSS Review 
- MH: Progress, Problems and Priorities. 

Professionals in several authorities remarked that the guidelines were 
a starting point for discussion but that locally expressed demand is 
far more significant to them in determining the need for changes in 
provision. There was a generally held view that local variations in 
prevalence are significant and must be considered in service planning. 



4.2 Residential Accommodation - Total Provision 



What constitutes 'total provision' first needs to be considered ~ the 
answer to the question has several elements. In the authorities 
studied, residential accommodation includes not only high intensity 
hostels provided and staffed by the NHS and SSD, but also significant 
amounts staffed and/or funded by other paying agencies as well. The 
latter accommodation includes the following (for numbers of long-stay 
residents see Table 4.1): 

private and voluntary homes wholly or partly paid by SSD 

boarding houses and other lodgings paid for by SSD 

registered homes paid for by families and charities 

voluntary homes (not paid for by SSD) paid for by families and 
charities 

- places provided in other LAs' homes paid for by SSD 
children fostered long-term 

minimally staffed homes paid for by SSD 

unstaffed group homes paid for by Housing Department and SSD 

- ESN boarding schools 
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From Table 4.1 it can be seen that the numbers of residents in these 
forms of accommodation are all significant relative to those in the 
SSDs' own fully staffed homes, which ranges from 14 (including 8 joint 
SSD/voluntary) per 100,000 population in authority A to 51 in 
authority H, taking adults and children together and including 
short-stay provision. Appendix 11 discusses the nature of interfaces 
between the SSDs and other paying agencies. 

Conversely, some of the LA staffed residential accommodation is used 
for purposes other than long-term accommodation for MH from their own 
area. Such accommodation includes: 

places used for short-term residential relief care 

accommodation used by MH people from other LAs. 

Assuming 90% occupancy on average for all sorts of residential 
provision (it is known only for LA hostels, for which this is the 
national average figure), and adding in the number of places used by 
the authorities for short-term relief care, gives an overall provision 
of places per 100,000 total population as follows: 

A B D K L M N 

146 127-161* 158 151 154 166 139 

Details of numbers of residents and places are shown in Table 4.1 

These figures compare in total with the 1980 DHSS guideline (see 
Appendix 16) of 153 per 100,000 (134 for adults and 19 for children), 
and, for five of the six authorities for which comprehensive 
information is available are not significantly different, given that 
statistical variation in prevalence could on its own account for up to 
7% variation on either side of these figures in authorities of the 
sizes studied (see Appendix 3) . The exception is Authority N which 
appears to be a few percent below the guideline. 

However, looking at the residential provision guideline for children, 
four of the eight authorities fall about 50% short of the 1980 
guideline - which itself is lower than the original 1971 guideline. 

In authority A, part of the difference may be accounted for by its 
policy of providing relatively large amounts of short-term relief 
care; in the other four authorities no explanation for the difference 
was apparent. Professionals in several authorities remarked that they 
felt the guideline is still set too high, and current provision is 
consistent with this view. 

What conclusions can be drawn about the value for money of these 
provisions? 



Note: The range given for authority B indicates the 
uncertainty in estimating their total provision resulting 
from the existence of 31 places per 100,000 provided in 
their area in voluntary homes to which the SSD makes no 
contribution. It is not known how many of these places are 
occupied by MH from the local area and how many come from 
other parts of the country; it is believed that there may be 
significant numbers of the latter. 
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1 . 



The overall values received by the five of the six communities 
for which complete information was available are not obviously 
different from each other (and the sixth differs only slightly); 
for those families who would prefer not to accommodate their MH 
relative, the pressures on them in fact to accommodate are 
similar. In saying this, we observe that under-occupancy of 
residential accommodation was not found in any of the 
authorities, with the exception of one hostel in each of A and H 
which were being run down prior to closure, and one small 
children's hostel in authority N, which we understand is now 
being used to capacity. (Of course, if under-occupancy of more 
than a few percent had been found, there would have been a 
possible Implication that value for money was less than it could 
have been - at least temporarily). 

2. There are difficulties in commenting on the overall expenditures. 
In the terms of chapter 3, the relevant 'paying agent' is the 
public sector, which includes NHS and Social Security. However, 
we do not know the expenditure of either of these on the MH in 
the relevant areas. 

3. Is there any indication as to whether the guideline of 153 places 
per 100,000 population is consistent with value for money? 
Observations on this are made later in this chapter when the 
question of whether more day care places relieves pressure on 
residential places is considered. Comments are also made on the 
provision of residential places compared with the guideline in 
chapter 5 when the provision of low intensity care is discussed. 

4.3 Residential Accommodation - the Boundary Between Provision by the SSD 
and by Others 



As is clear from Table 4.2, the SSD share of provision is very 
different in the different authorities - the proportion of residents 
funded by the SSD^ rather than the NHS varies from 10 to 43% for adults 
and from 18 to 88% for children. So from the point of view of the 
ratepayers, their contributions to overall value for money are 
different. But is overall value for money affected by how large is 
the share of the local authority? The answer would be in the 
affirmative if either the value or cost of residential care depended 
on whether it is provided by the NHS or local authority. The 
following paragraphs consider this issue. 

The DHSS guidelines and SSD professionals interviewed indicate that 
value is greater if accommodation is in homes located within the 
community rather than in hospitals, hence a higher value is likely to 

be associated with the local authority having a higher share of the 
total. 

How then does the cost of residential accommodation compare in the NHS 
and in a local authority? Appendix 13 sets out an argument leading to 
a national average public sector cost of about £3,750 p.a. per MH 
adult in NHS residential care who might be considered for transfer to 

the less severely handicapped). On the other hand, 
CIPFA statistics imply a national average net cost for a local 
authority residential place of £3,600 (not Including debt charges and 
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so comparable to the NHS cost), of which about £1,070 is included 
which the SSD recovers from fees and charges to residents: much of 

this is effectively paid by Social Security entitlements of around 
£940 p • a • 

However, it is not clear that the difference between £3,750 p.a. and 
£3,600 p.a. implies that a saving of £150 p.a. to the public sector 
would in the long run result from transferring a residential place 
from the NHS to a local authority. It is not clear because of the 
margin of uncertainty involved in making the above estimates, 
particularly in the assumptions about the relative costs of children 
and adults in the NHS, and about the proportion of adults in NHS 
residential care receiving the equivalent of ATC care. 

Thus, whereas at first sight it would appear that the cost of an NHS 
hospital place at £5,800 is very high compared to an LA place at 
£3,600, the arguments of Appendix 13 reduce the difference to 
insignificance. 

Nevertheless, if it is agreed that value in local authority 
accommodation can achieve more for many MH people than can be achieved 
by the NHS, and cost is at least no higher than in the NHS, then it 
follows that Increasing local authority accommodation to replace NHS 
accommodation sho’ d lead to higher value for public sector money; 
this observation affects a value for money assessment of the 
differences between the authorities studied in the LA share of 
residential provision. 

The above observation is also consistent with the DHSS policy for 
making considerable transfers of MH residents out of the NHS. This is 
the subject of chapter 9, but it is worth commenting that this 
displacement is at present causing value for money problems in 
authority B. There has been, it would seem, a considerable amount of 
discharging from the NHS to authority B, but without merging with SSD 
plans. As a result the SSD is funding 26 places per 100,000 
population in boarding houses and these places are taken up by adults 
coming out of the NHS. The SSD had, at the time of the study, been 
able to place only 7 per 100,000 in ATC day care and had been unable 
to provide adequate day care for the remaining 19 per 100,000. 

4.4 Day Care: Total Provision 

Hospitals provide at least minimal daytime supervision and many 
hospitals provide the equivalent of ATC and special care. 

It is assumed that the DHSS guidelines for day care places in the 
community for adults takes the hospital provision guideline into 
account (see Appendix 16). The following analysis is limited to 
analysing the provision of ATC places and comparing it with DHSS 
guidelines. No other basis for assessing the value of ATC provision 
was found. The professionals' view that it provides value was not 
questioned. 

There is a shortfall of places in authorities A, B and D; this 
shortfall is taken to indicate a shortfall of value. The approximate 
expenditure which would be required if it were decided by the 
authorities to be worthwhile to overcome the shortfall is estimated 
below. 
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The analysis is complicated by the fact that the 1980 guidelines apply 
to the future when NHS provision of residential places is planned to 
be substantially lower than now, and also the guidelines presumably 
apply differently according to the severity of handicap of the client 
population requiring care. These considerations are included in the 
analysis . 

After adjusting the 1971 guidelines to apply to the present day 
proportion of adults (16+), the guideline aims at local authority 
provision of ATC places at the rate of 27 and 175 places per 100,000 
adults for NHS residents and for people outside the NHS respectively. 
(The relation between the published guidelines and these figures is 
shown in Table 4.3). 

However, these guidelines apply when the target NHS residential 
provision of 74 places per 100,000 adults is attained. To assess the 
ATC provision in the very different present day circumstances, these 
guidelines must be adjusted to take account of the relatively larger 
number of people presently in the NHS who are less severely 
handicapped. 

Before this adjustment can be estimated for the number of residents 
presently in the NHS in each authority, it is necessary to know the 
total number of mentally handicapped people in each area . This is 
first taken to be 300/100,000 population; later an allowance is made 
for variations in this prevalence. 

Carrying out the calculation indicated in Appendix 8 gives the results 
shown in Table 4.4, namely a total shortfall relative to the overall 
guidelines of 101, 58, 72, 114, 29, 53 and 79 places/ 100,000 adults 
in A, B, D, K, L, M and N respectively, of which 28, 29, 33, 76, -15, 
14 and 53 respectively are for those not in NHS care. The negative 
figure represents an over-provision relative to the guidelines. 

How real are these shortfalls and what do they suggest about 
shortfalls in value? The following conclusions can be drawn: 

1. There is a considerable shortfall of ATC places for NHS residents 
in all the authorities relative to DHSS guidelines, and in four 
of the authorities no provision at all is used by NHS residents. 

2. The size of the estimated remaining shortfall (l.e. the shortfall 
for non-NHS residents) depends on the assumption of prevalence. 
From Appendix 3, statistical variations in prevalence are 
unlikely to lead to a difference in the shortfall for people 
outside the NHS of more than + 11 places per 100,000 adults in 
local authorities serving populations of more than about 500,000, 
or + 18 places per 100,000 adults for a population of 200,000. 
Taking account of the actual populations of the three authorities 
the shortfall for people outside the NHS might be more or less 
than estimated above, but not less than say 16 to 19 
places/100,000 adults (i.e. still a shortfall) for all except 
authorities L and M. 
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3. A further source of uncertainty arises if the effect of migration 
on prevalence is taken into account; the effect of 10% migration 
could be to introduce a further uncertainty in the estimate of 
shortfall of up to about + 15 places/100,000 adults - still less 
than enough to account for the observed shortfall except in 
authorities L and M. 

4. It is argued in Chapter 6 below that the quantity and type of day 
care provision must be a matter for local professional and 
political decision. The observed provisions appear to indicate 
that differing local views are being taken. 

5. Since the majority of SSD hostel residents receive ATC care (70 - 
90% in Authorities A, B, D and H) , any loss of value due to 
shortfall outside the NHS is mostly borne by individuals not in 
public sector accommodation, and their families. 

4.5 The Effects of Increasing Provision of Day Care on the Need for 

Residential Care 



It may be that increasing day care provision leads to more families 
being willing to accommodate their relatives and so leads to some 
reduction in the amount of residential accommodation that has to be 
provided. 

Appendix 14 addresses whether this is so and the consequences on the 
total costs of day care provision net of the costs of the residential 
provision no longer required. It tentatively suggests the important 
conclusion that additional day care places reduce demand for 
residential places by something between 30% and 80% of the number of 
new day care places. Since '(as Appendix 14 indicates) 10 day care 
places cost, on average, about the same as 5 residential places, a 
reduction in demand towards the top of this range, which Appendix 14 
indicates may be occurring, would suggest that extra ATC places not 
only provide more value, but may also lead to a lower net cost for the 
NHS and LA combined (although leading to somewhat higher Social 
Security costs). If this is so (and it is not inconsistent with the 
expectations of professionals interviewed), it reinforces value-based 
arguments for removing the shortfall in ATC provision relative to DHSS 
guidelines. Clearly considerable further research is required. 

4.6 The Need for Measurement of the Extent of Families Having to Care at 
Home Against Their Preferences, and of the Distribution of Handicap 

What is not known in detail in any of the authorities, and what seems 
to be of crucial importance in assessing value for money both in total 
provision, and on other issues to be discussed later, is the extent to 
which families in the community are having to care for their MH 
relatives at home when they would prefer not to, even with the 
support, relief and day care they are receiving. It also seems to be 
of Importance, in forming local judgments about the value and cost of 
provision to different groups of the MH, to obtain information on the 
number of MH in the area by age range, degree of handicap, and amounts 
of care received from each major type of resource and paying agency. 
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The same type of information is equally crucial for assessing value 
for money in the way resources are allocated, and in its absence it 
has not been possible to analyse how value for money is affected by 
the manner in which existing resources are at present allocated to 
individuals, or how much it might be affected by changing the 
allocation. 

For an outline of how this analysis might be tackled if the 
information were available, see Appendix 10. 
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5 . 



LOCAL AUTHORITY RESIDENTIAL PLACES PROVISION ~ OPPORTUNITIES 
FOR VALUE FOR MONEY IMPROVEMENT AND WHAT IS BEING ACHIEVED 



5.1 Introduction 



This chapter addresses questions 3 and 4 of section 3.1 for 
residential care (could the authority give better value for the same 
amount of nK>ney by increasing the availability of some types of care 
and decreasing the availability of others, or by changing the way its 
existing care is allocated?) and draws some value for money 
conclusions about local authority provision of low intensity care for 
adults and about fostering and adoption for children. 

5.2 Low Intensity Residential Care for Adults 

The term "low intensity residential care" is used to describe various 
types of residential care in which the ratio of staff to residents is 
very low - possibly zero - and from which the residents usually go to 
receive some form of supervised day care, training or employment. The 
term includes low intensity hostels, group homes, and some boarding 
out in lodgings. 

In the following paragraphs 5.3 to 5.5 are first presented what has 
been found to be a useful simplification of value for money ranking of 
types of residential care. Then, in 5.6, it is indicated how this 
leads to the suggestion that increasing the relative importance of low 
intensity care should lead to an increase in value for money, 
especially if sufficient variety of types qp care can be maintained so 
as to provide a full spectrum of intensities of care. This would j 
allow individuals to progress (in relatively small steps) towards 'an 
intensity of care which most closely matches their ability to cope. 
Questions which can be asked to assess an authority's progress tlowards 
more low intensity care are then suggested and what the authprities 
studied are doing is compared. 

5.3 A Value Ranking for Residential Care 

For MH individuals with similar characteristics - say within a 
Kushlick group or appropriate sub-division of a Kushlick group - 
alternative types of residential care may be possible. For the 
analysis below, it is necessary to assume a view as to the order in 
which these alternatives rank as regards their value to individuals in 
the group. 

Such a view has been put together based on Interpretation of DHSS 
statements and of judgments of professionals interviewed in the course 
of this study. The basis for this view - and hence for the analysis - 
should thus be the same as the basis on which the professionals are 
managing their service. The question of interest is whether - 
starting from the same basis - the analysis of value for money tends 
to suggest development in the same direction as that of present 
management* It is hoped that making the assumptions explicit will 
make it possible for a professional to recognise where - if at all - 
his view differs, and hence where his conclusions will be different. 
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At first sight it is not possible to form a view about the value of a 
form of residential care to an individual without considering the form 
of day care and other services which he receives . Value to an 
individual is essentially the value of the package of night-time 
accommodation, day care and other services which he receives. 

Assumptions about the value of these packages of care are analysed in 
Appendix 7. It is found there that, if one couples the form of 
residential care with an appropriate form of day care , then in 
practice the highest value form of residential care for an individual 
is that form of care which; 

a. is such that - with training and support - he can cope and has 
the best expectation of developing further 

b. is the highest numbered in the following list: 

For Adults 



1. Hospital 

2a. LA hostel - high intensity 

b. NHS hostel unit 

c. Private or voluntary residential home 

3. LA hostel - low intensity 

4a. Small group home 

b. Lodgings 

c. Sheltered housing 

d. Family home - where his family are able and willing to care 
for him at home and that is what he wishes. 

5. Own home - living independently 

For Children 

1. Hospital 

2a. NHS hostel unit ) 

) 

b. LA hostel - high intensity ) broadly 

) the 

3. ESN(S) boarding school ) same 

) value 

4. Children's private or voluntary residential home ) 

5. Foster/adoptive home 

6. Family home - where his family are able and willing to care 
for him at home. 
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It is recognised that some of the categories above in practice embrace 
a wide range of intensities and values of care (particularly private 
sector care), but the ranking should still apply in an average sense. 

5.4 Cost Ranking for Residential Care 

National average costs of the different types of residential care are 
shown in Table 5.1. They tend to decrease as the number ranking in 
5.3 above increases. 

5.5 Value for Money Ranking for Residential Care 

Thus of the feasible forms of residential care for an individual, the 
forms with the higher value also tends to be less costly- This is of 
course very convenient for analysis; for questions about types of 
residential care the necessity is largely avoided of having to make 
judgments about how much extra it is worth paying to achieve extra 
value (with the exception of having to be careful if the practical 
choice of the best value form of residential accommodation Involves 
paying for private sector accommodation). 

5.6 Would More Low Intensity Residential Care Lead to More Value for 
Money? 



The discussion of chapters 3 and 4 suggests that the question of 
whether value for money would be increased by more or less of those 
forms of local authority accommodation which overlap NHS 
accommodation cannot be answered in this report. However, low 
intensity residential accommodation in the community does not 
significantly overlap with the NHS and a number of factors suggest 
that more of such accommodation could in fact increase value for 
money: 

1. It is observed from 5.5 that low intensity care with suitable day 
care is assumed to give the highest value for money for those who 
could be trained to cope with such care, who have families not 
able or willing to care for them (or who do not wish to live with 
their families) and cannot cope with independent living. 

2. If training can be given to some of those in NHS or high 
intensity so that they can be accustomed to low intensity care, 
then a lessening in high intensity provision can pay for very 
much more low intensity provision - perhaps five times as much 
(Table 5.1) - particularly if Housing Departments can be 
persuaded to help in providing this form of accommodation by 
renting to the Social Services Department or directly to the MH 
residents themselves. However, some Housing Departments may be 
Initially reluctant to provide appropriate properties for 
accommodation of mentally handicapped clients either as residents 
or as direct tenants. From discussions in the Social Services 
Departments visited it would seem that relationships are easier 
to establish if the Housing Department is within the same Local 
Authority (as is the case for Metropolitan Authorities and London 
Boroughs) rather than in a different tier of local government, as 
is the case for Shire counties. The latter may find it helpful 
to consider putting additional emphasis on developing 
relationships with District Housing Authorities, as one means of 
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increasing their provision of low cost, low-intensity residential 
accommodation. In all the authorities studied there was a 
feeling in the SSD that there was considerable further potential 
for use of property acquired through Housing Departments in the 
development of lower intensity forms of residential care and that 
this potential should be exploited in future. 

3. All the authorities studied have some low intensity 

accommodation, some have more than others and all would like 
more . 

Taking these factors together leads to the conclusion that more low 
intensity care could give more value for money. 

5.7 How Much More Low Intensity Accommodation Would Lead to More 
Value For Money? 



However, it has not been possible to assess how much low intensity 
accommodation would lead to more value for money. This could only be 
done if data was available on the degree of handicap of the mentally 
handicapped in an area whose families are not able or willing to care 
for them or who do not wish to remain with their families . This data 
would have to distinguish various types of the least handicapped more 
finely than the Kushlick index, which places in one group (K5b) all 
the 60% of those adults in public sector care who are least 
handicapped . 

Additional low intensity accommodation, appropriately allocated could 
enable substantially more places to be provided within a given cost 
constraint. The difference in the average cost of caring for an 
individual in a high intensity hostel, and, for example, an unstaffed 
group home is typically of the order of £3,000 p.a. If, say, as many 
as 10% of those currently in high intensity LA accommodation could be 
moved to group homes national savings could be of the order of £3 
million p.a. (equivalent to £30,000 p.a. for a typical authority with 
a population of half a million) . 

5.8 Value For Money Questions - Residential Accommodation - Adults 



The foregoing argument suggests a series of vaiue-f or-raoney questions 
which can be asked about residential accommodation provided by local 
authorities . 

1. Policy 

Does the authority have a policy of enabling the mentally 
handicapped to progress to more home-like and less intensive 
forms of care by the provision of day-care and training? 

2. Spectrum of Residential Care 



Does the authority provide a spectrum of Intensity of residential 
accommodation, so that progression from more to less intensive 
forms of care can proceed more easily in relatively small steps, 
and so that more MH adults can be placed in accommodation which 
most closely meets their individual needs and abilities? 
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3. 



Level of Provision af Low Intensity Care 



Has the amount of provision of low intensity forms of 
accommodation reached a level similar to that found to be useful 
in those authorities which have made the greatest use of this 
form of long-term accommodation (such as Authority N; see 
Table 5.2)? 

4. Plans for Future Provision 



If the answer to any of the above is negative, what plans are 
being made to move in this direction, or what reasons are put 
forward by the SSD to suggest that such plans would be 
inappropriate in their authority? 

5.9 Position in the Authorities Studied 



1 . Policy 

All of the authorities studied provide low intensity forms of 
long-term residential accommodation for adults, and all have 
policies of providing training and rehabilitation to enable more 
people to progress to the more home-like and less intensive forms 
of care . 

2 . Spectrum of Residential Care 

None of the authorities yet had a full spectrum of types of 
residential accommodation of different intensities in place, 
although the different elements of such a spectrum were each to 
be found in one or more of the authorities. 

There were observed to be two approaches to providing a spectrum 
of intensities. One approach involved setting up a range of 
types of establishment (e.g. high, medium and low intensity 
hostels, group homes and sheltered housing) while the other 
involved flexibility in the care provided within a single 
establishment. Two examples of the second approach were the use 
of a 'training flat' within an existing hostel and the provision 
of flexible support (from home-helps and social workers) to group 
homes, with high levels of early support tapering off as the home 
becomes established. Most authorities studied appeared to be 
making use of both approaches. 

Tables 5.2 and 5.3 show the proportions of residential 
accommodation of different types and levels of intensity in each 
of the four authorities for adults and children respectively. 

The upper half of the table shows the percentage of each type 
relative to the total NHS and SSD long stay residential 
provision; the lower half as a percentage of the SSD provision 
only. 

3 . Level of Provision of Lower Intensity Care 

One sees in Table 5.2 that Authority B has the highest proportion 
of long stay adult MH residents in low-intensity accommodation 
(28% of all long stay residents, and 64% of SSD residents). 
However, this includes NHS patients discharged into the community 
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for whom the SSD is unable to make what they regard as 
satifactory arrangements - these clients are living in boarding 
houses and receiving no day care or training. The SSD regards 
this as providing very poor value to these clients. 

Authorities N and A have the next highest proportion, with 25% of 
SSD residents. Both authorities believe that for selected 
clients the unstaffed group homes are providing good value at low 
cost, following the provision of appropriate training and 
continuing support. However, at 9% and 2% of total long stay 
(NHS and SSD) residential provision respectively, still only a 
small fraction of MH adults in residential care are in low 
intensity forms of care. 

Authority K, with 11%, and Authority H, with 9% of SSD provision 
are next in the proportion of long stay residential care provided 
in low-intensity forms of care. 

4. Plans for Future Provision 



Discussions with professionals in all the authorities indicated 
that they believe that there is potential for development of 
low-intensity types of residential accommodation on a much larger 
scale than they have so far achieved, although none has yet 
quantified the ultimate extent of development. 

In Authority N sheltered housing schemes were being developed 
with housing associations as well as housing authorities. 

5.10 Fostering and Adoption of MH Children 

The discussion in 5.3 to 5.5 points to the conclusion that fostering 
and adoption of MH children offer value for money. The authorities 
studied differ considerably in the extent to which foster-care for 
mentally handicapped children has been developed (see Table 5.3), from 
near zero to about 5 per 100,000 population (as was shown in Table 4.1 
at the end of the last chapter). The study team was made aware of 
only one adopted MH child in the eight authorities studied. 

Professionals spoken to were of the view that where a fostering 
placement can successfully be made, the care received by the child 
concerned is very often at least equivalent in value to that provided 
by a residential home. The average costs of children's home places 
observed in the authorities were in the range £5, 100-£10,000 p.a., 
against fostering costs of £l,100-£3,000 p.a. per MH child on average. 
(We have not included the costs of professional and administrative 
support of the fostering placement. Marginal costs will vary 
depending on the extent to which there is an active programme of 
fostering non MH children in care). 

In Authority A, which appeared to be the authority of those studied 
which had put most emphasis on long-term fostering of MH children, 4 
children per 100,000 total population had been fostered at an annual 
cost averaging £3,500 each, and a further 1 per 100,000 had been 
placed with foster parents who received no special payment. Thus 

authority A has an overall average of £3,000 per child for 5 children 
per 100,000 total population. 
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To achieve this level of foster care Authority A makes special 
payments of up to £2,500 p.a. in addition to normal fostering costs of 
£1,000 p.a. to most (80%) of its MH foster parents, and the team of 
home-finders is positively encouraged to place mentally handicapped 
children. 

Authority A has, as a matter of policy, no long-term places in homes 
for MH children. To estimate the saving to Authority A of its 
fostering policy we compare the cost with that of MH children's homes 
elsewhere. Of the other authorities, Authority B had the lowest cost 
per place in a residential home of £5,100 p.a. So the saving to 
Authority A for those children for whom pa 3 rments to the foster parents 
are made, is (£5,100 - £3,500) £1,600 p.a. per child, at a 

conservative estimate. There may be offsetting public sector costs 
from changes in Social Security entitlements, but taken at face value 
the total average cost saving from fostering of MH children to the 
extent of Authority A is equivalent to around £40,000 p.a for a 
typical authority with a population of half a million, or around £4 
million p.a nationally. 

Authority K and N had made placements at the level of 3 per 100,000 
population. Both made payments of up to about twice the normal 
fostering rates to foster parents of MH children. 

Authority L had made placements of 4 per 100,000 population in the 
last two years. A sliding scale of payments to foster parents is used, 
with the result that foster parents of MH children typically receive 
payments above the normal rates. 

Authority D and M had placed some mentally handicapped children into 
foster care - around 1 per 100,000 population - as a by-product of 
their normal fostering schemes, at a cost similar to that for children 
without handicap (about £1,100 p.a.) No special payments were made. 
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6 . 



DAY CARE FOR ADULTS - OPPORTUNITIES FOR VALUE FOR MONEY 
IMPROVEMENT AND WHAT IS BEING ACHIEVED 



6.1 Introduction 



In this chapter observations are made about local authority provision 
of day care for adults, addressing as far as possible for day care the 
third and fourth questions in chapter 3 - could the authority give 
better value for the same amount of money by increasing the 
availability of some types of care and decreasing the availability of 
others, or by changing the way its existing care is allocated? 

6.2 Day Care for Adults 

Day care for adults is provided for NHS residents in a variety of 
forms ranging from special care, through approximate equivalents of 
local authority ATC and day centre care, to limited supervision during 
the day. 

Day care for adults is provided by SSDs mainly in ATCs; small special 
care units are sometimes provided within ATCs for the most severely 
handicapped. Also those residents in local authority residential 
hostels who do not attend ATCs can receive care during the day in LA 
staffed hostels or day centres; this care ranges from active training 
programmes down to minimal supervision. 

Many of those living at home receive no formal programme of day care, 
remaining in the care of their families. 

The following paragraphs 6.3 - 6.5 present what has been found to be a 
useful ranking of the value of different types of day care, their 
costs, and the general relationship between cost and value. Section 
6.6 then indicates how this leads to our conclusion that in general 
higher value in day care is made possible at higher cost. Thus local 
professional and political judgement is needed to assess the perceived 
value to different groups of MH against the corresponding costs of 
providing that value. The possibility of independent assessment of 
whether more day care or better day care in Itself provides value for 
money is therefore restricted. 

A number of questions are suggested which can be asked to help 
authorities clarify what judgements they need to make in deciding for 
themselves what constitutes value for money in day care. A 
comparison of what the authorities studied are doing is then made. 

6.3 A Value Ranking for Day Care 

For MH individuals with similar characteristics - say within a 
Kushlick group or appropriate sub-division of a Kushlick group - 
alternative types of day care may be possible. As in chapter 5 for 
residential care, it is necessary to assume a view as to the rank 
ordering of these alternatives in providing value to individuals in 
the group. Assumptions are again made explicit in the hope that this 
will make it possible for a professional to recognise where - if at 
all - his view differs, and hence where his conclusions will be 
different . 
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It is found that it seems possible (see Appendix 7) to generalise 
about the rank order of value of different types of day care which 
applies across all groups to which the types are appropriate, and in 
combination with an appropriate form of residential care. The ranking 
for adults which is deduced from these assumptions is that an 
individual will receive the highest value in day care in that form of 
day care which is highest numbered in the following list, and which it 
is appropriate to consider for an individual of his age and degree of 
handicap : 

1. Minimal or no day time supervision (e.g. for an adult living in 
an unstaffed home, small group home, or boarding house). 

2. Supervision such as may be found in: 

a. His family home. 

b. Hospital. 

c. LA hostel or other staffed residential home. 

d. LA day centre. 

3. Occupational training/employment: 

a. Open employment (where this is possible). 

b. Sheltered workshop/industrial enclave. 

c. ATC (or equivalent care programme in a staffed LA hostel or 
an LA day centre). 

d. NHS equivalent of ATC. 

e. ESN(S) school (some 16-19 year olds). 

f. Further Education course. 

4. a. ATC special care. 

b. NHS equivalent of special care. 

Cost Ranking for Day Care 

National average costs of the different types of day care for which 
figures are available are shown in Table 6.1. They tend to increase 
as the number ranking increases (with the exception of open employment 
for the relatively few for whom it is possible). 

6.5 Value for Money in Day Care 

It is thus seen that of the feasible forms of day care, the forms with 
the higher values also tend to have higher costs. 

This is of course inconvenient for assessing value for money in day 
care because it provides no general basis even for establishing a 
direction of change to improve value for money, let alone for 
assessing the extent to which it is being achieved at present. 
Judgement will be required to balance value whcih could be provided to 
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one group against value to another group which could be provided for 
the same cost, or to judge whether the value of a proposed change in 
day care provision gives enough value to identified groups of the MH 
to justify the associated cost changes. While a local judgement may 
be questioned by reference to any marked differences from what other 
authorities have judged to be value for money, it would not seem to be 
for independent assessors to question how far more value justifies 
more money. 

6.6 Would More or Less of Particular Types of Day Care Lead to More Value 
for Money? 



In the light of the above analysis, and the observations in chapter 4 
that the majority of LA day care provision is of ATC places and that 
all seven of the authorities for which the calculation can be 
performed have shortfalls from the adjusted guideline level, what 
further can be said? 

If LAs judge that they are indeed providing too little day care either 
relative to the adjusted DHSS guideline or in their own judgement as 
to its value for money, and if they also judge that they cannot afford 
to spend as much as they would need to provide for all of the 
shortfall in ATCs, then it seems worth asking the question of whether 
an authority should promote to a policy the expedient adopted by some 
authorities of providing forms of day care which are intermediate in 
value between full ATC care and minimal/no day care. If more of such 
intermediate forms of provision were available, then local political 
and professional judgement could be applied to balance the 
alternatives of on the one hand high quality, high cost (ATC) 
provision to only some of those who could benefit from day care, 
leaving others with no day care at all, against the alternative of 
providing at least some intermediate quality care to a greater 
proportion of those who could benefit. Such intermediate value day 
care may be particularly appropriate for those not able to benefit 
fully from the education and training element of continuous ATC 
attendance. 

To illustrate the scope for balancing cost and provision Table 6.1 
indicates typical LA Day Centre average costs of £1,000 p.a* per place 
compared with £1,400 for an ATC place. Seventy or more such day 
centre places could be provided at the same cost as fifty ATC places. 
The question arises, for members and professionals, as to whether to 
provide 70 people with a service such as that provided by those 
authorities with the lower staff ratios gives better or worse value 
than providing a - possibly - better service to 50 and no service to 
20 . 



6.7 Value for Money Questions - Day Care for Adults 

The foregoing suggests a series of value for money questions in the 
provision of day care for adults: 

1 . Policy 



Does the authority have a policy intention to change the 
provision of day care? Has consideration been given to 
alternatives to ATC day care provision which could make day care 
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available to greater numbers (although perhaps lower value per 
individual and per family) at similar cost? Has the authority 
recorded its judgements about relative value for money of 
alternatives in the form of policy guidelines about the 
priorities of developing different forms of care and the 
objectives of each form of care in the context of the needs of 
the clients being cared for? 

2. Level of Provision 

Does the authority provide any types of day care other than ATC 
and special care? If so, how much? How does this compare with 
the mix of types of provision in other authorities? 

3. Plans for Future Provision 

What plans has the authority made for the development of day 
care: 

a. for current NHS residents? 

b. for others? 

and have they been developed in accordance with policy guidelines 
of the type set out at (1) above? 

6.8 The Position in the Authorities Studied 



The present positions in the authorities studied with respect to these 
questions is set out below. 

1. Policy 

All of the authorities have policy intentions to change the 
provision of day care (whilst still largely basing provision on 
ATCs and ATC special care units) as follows: 

- Authority A’s policy is to make available an appropriately 
sized ATC, with a special care unit, in each of its 
Divisions j in addition, a sheltered workshop for the 
handicapped is expected to open late in 1981, although only 
a few workers will be MH. 

Authority B has a policy of increasing special care 
provision in ATCs and of increasing ATC provision where 
demand is heaviest. 

Authority D's policy Intention is to increase its overall 
level of ATC provision to better meet known demand, and to 
introduce special care facilities to replace day care 
currently provided in hostels. 

Authority H intends to develop special care places within 
its ATCs to expand the range of clients to whom it can offer 
day care. 
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Authority K is beginning to consider alternative to daily 
ATC attendance, in particular ATC attendance for less than 5 
days /week and club provision in residential establishments. 

Authority L is planning to Increase its special care 
provision and is allowing the more able MH people to 
"graduate" to lower cost combined day care centres when they 
themselves feel that they have exhausted the possibilities 
of training centres and would prefer a more work-orientated 
setting. 

Authority M is shortly opening its first special care unit, 
already has an ATC with a leisure oriented regime for older 
clients and is planning to establish an open-air 
horticulturally based centre. 

Authority N is increasing its special care facilities, 
reducing emphasis on work except for those attendees with 
prospects of sheltered or open employment and increasing 
the numbers on ATC rolls by making greater use of extra 
mural leisure and further education facilities. 

2. Level of Provision - Non-ATC Day Care (l.e. Intermediate 
Quality Day Care) 

The question of trading off quality against quantity of day care 
places within existing financial constraints (e.g. by making day 
care places available to a greater number, but at lower value per 
individual) had been specifically considered only by a few of the 
authorities. The impression gained in all the authorities was 
that the social education model of day care (as provided by ATCs 
in each of the authorities) was considered to be the only 
acceptable level of day care for most MH people. As an 
illustration, although Authorities B and D provided substantial 
amounts of non-ATC day care (Authority B having a number of MH 
clients attending mixed client group day centres, and Authority D 
having both a day centre with a number of MH. clients and a number 
of clients receiving hostel day care), in both cases these are 
viewed merely as short-term expedients rather than a major plank 
of policy. In both authorities this provision represented around 
10 % of their day care (12 out of 144 places per 100,000 population 
for Authority B, 15 out of 130 for Authority D). 

3 . Plans for Future Provision 

The plans for increasing day care provision in the authorities studied 
appeared to be based on known demand from those not currently 
receiving NHS care. 

The common model which the authorities studied appeared to be working 
to for adult day care was based on three SSD funded facilities; 

special care units; 

- ATCs (social education orientated); 

sheltered employment schemes, with open employment being 
encouraged wherever possible. 

In Authority B development of non-ATC day care places of lower value 
was specifically stated to be contrary to SSD policy. 
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7. 



FAMILY SUPPORT AND SHORT-TERM RESIDENTIAL RELIEF CARE 



7.1 Introduction 



This chapter addresses questions 3 and 4 of section 3.1 for family 
support and short-term residential relief care (could the authority 
give better value for the same amount of money by increasing the 
availability of some types of care and decreasing the availability of 
others, or by changing the way its existing care is allocated?). 
Observations are made about how the provision of family support and 
short-term relief care could improve value for money if it can 
sufficiently reduce the need for admission of MH individuals to 
long-term residential accommodation. 

7.2 Family Support and Short-Term Residential Relief Care 

Family support Includes practical resources such as home helps and 
"baby sitting" services, but its main focus is the provision of 
emotional support to families, either by skilled social work 
intervention, or by self-help groups. 

Social work support, both at the time of identification of hardship 
and at other critical periods in a family’s life, is essential to 
enable the family to continue to function and to use the other 
resources which are available, (e.g. respite care). 

Voluntary organisations specialising in self-help are often of great 
value to families through the sharing of common experiences and it is 
desirable that these groups receive support from specialist social 
workers to enable them to function and develop. 

By short-term residential relief care is meant the provision of 
residential care by the LA to an MH individual to relieve the family 
of caring for short periods - for example, at weekends, at holiday 
times, or in periods of family difficulty. 

7.3 The Value of Family Support and Short-Term Relief 

Family support and short-term residential relief care (for adults or 
children) serve at least three functions, all of which provide some 
value both to the family and the MH individual: 

1. As an alternative to admitting mentally handicapped individuals 
to long-term care when their families are willing to have them 
stay at home, but are unable any longer to cope without 
additional help. 

2. As a form of help to families who are able to continue to care at 
home, but would prefer not to, for whom long-term residential 
care is not available. 

3. As a form of enhancing the value to the mentally handicapped and 
their families of continuing care at home, even though families 
would continue to care without the provision of such support. 



- 31 - 



Printed image digitised by the University of Southampton Library Digitisation Unit 



In the first function, the provision of support and relief care will 
be seen as more valuable by both the MH individual and his family than 
long-term residential care in a LA home (which is the usual 
alternative) . 

In the second function, support and relief care will be seen by the 
family as more valuable than no support and relief at all, but less 
valuable than long-term residential care. Opinions will differ, and 
depend on individual circumstances, as to the relative value to the MH 
person of continuing at home when the family would prefer this not to 
happen (especially without support and relief care), versus 
accommodation in a LA home. 

The third function provides more value both to the MH and his family, 
compared with the absence of such a provision. 

(Note: where a family is already receiving significant short-term 
relief and support care the only way to be sure which of groups 1 to 3 
the family falls in would be to remove the care. This could not 
ethically be done and so professional judgement must be exercised.) 

7.4 Would More Short-Term Relief Care and Family Support Provide More 
Value For Money? 

Could the provision of more short-term relief care and family support 
sufficiently reduce the amount of long-term accommodation required, to 
reduce overall cost: 

1. to the SSD; 

2. to the public sector (which will include social security 
entitlements); 

while providing better value both to the MH and their families? 

This question is answered by looking at the balance of costs between 
the alternative care settings: 

1. Living at home and the associated costs of: 

a. short term relief (SSD) 

b. family support (SSD) 

c. additional social security entitlement from living at home 
vs in LA accommodation (DHSS). 

2. Care in LA accommodation. 

It also requires information or judgment on the extent to which 
additional family support and short-term relief care can be directed 
towards those families who would otherwise need long-term residential 
care for their MH relative - i.e. the first group of section 7.3 
(families willing but not able to cope without help), and part of the 
second group (those able, but preferring not to care at home) whose 
preference could be changed by the provision of additional support. 
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The cost balance is examined in section 7.5; section 7.6 identifies 
the local factors which have to be assessed in judging whether 
additional support and short-term relief care would improve value for 
money . 

7.5 Family Support and Short-Term Residential Relief Care: Costs 

National statistics on the costs of family support and short-term 
residential relief care are not available. 

For adults, the cost of the short-term residential relief care 
provided to families was in the range £300 - £400 per annum per family 
receiving support in five of the seven authorities for which 
information was available (see Table 7.1). For illustration a figure 
of £400 has been taken. 

For children, the costs of short-term relief care covered a much wider 
range: £400-£3,700 p.a. per family (see Table 7.1). For illustration 
a figure of £1,400 has been taken corresponding to the costs for 
Authority B. 

The extent of family support provided by social workers was not known 
in any of the authorities studied. However, it was believed that 
about 5% of social worker time was spent on the mentally handicapped 
group in total. If one assumes that this is provided to as few as 1 
in 4 (say) of families caring for mentally handicapped people at home, 
then the additional cost per family receiving support would not exceed 
about £500 per annum. 

Typical Social Security entitlement for those living at home (adults 
or children) is around £830 to £860 p.a. higher than for those in LA 
accommodation (see Appendix 9). 

The national average net cost (CIPFA statistics, including debt 
charges but excluding income from residents) of LA hostel residential 
accommodation is £4,150 per resident year for adults and £8,400 for 
children. Income from charges is £1,070 per resident year for adults, 
and little or nothing for children so the average additional cost to 
the SSD of residential accommodation is about £3,000 per resident year 
for adults or £8,400 for children. 

The national cost picture is therefore broadly as follows (there will 
be significant local variations, particularly in London): 
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Adults 



£ p.a. per ME person 



1 • Living at home : 



d. • 

b. 


Short-term relief; say 
Family support say 


400 

500 


SSD 


total 


900 


c . 


Additional social security allowances 
not payable in LA accommodation 
(attendance, housing, heating) up to 


860 


Total public sector 


1,760 


2. Living in LA hostel: say (national average) 


3,000 


3. Net 


saving per person remaining at home: 




SSD only 

Total public sector 


2,100 

1,240 



£ p.a. per MH person 

Children 



1. 


Living at home: 






3 . • 


Short-term relief: say 


1,400 






(see Table 7.1. - Authority B) 






b. 


Family support : say 


500 




SSD 


total 


1,900 




c. 


Additional social security allowances 


830 




Total public sector 


2,730 


2. 


Living in LA hostel: say (national average) 


8,400 


3. 


Net 


saving per person remaining at home: 






3 * 


SSD only 


6,500 




b. 


Total public sector 


5,670 



(Note: some very severely handicapped individuals being cared for at 
home may receive very high levels of support and/or short-term relief 
care, costing more than the figures shown above) - 

7.6 Value for Money of Family Support and Short-Term Relief Care 

From the above analysis one can conclude that if a high enough 
proportion of families receiving support and relief would otherwise 
need admission to long-term residential care (i.e. are in group 1 and 
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part of group 2 in Section 7.3) the provision of support and relief 
care could improve value for money overall. It would give better 
value to both the MH and their families, at lower cost to the public 
sector as a whole and markedly lower cost to the SSD alone, 
particularly for children. 

How large does the proportion mentioned above have to be in order to 
do better than break even on costs? On these cost figures, if the 
proportion exceeds about 60% (£1,760/£3,000) for adults, public sector 
costs as a whole could be lowered. Social services costs considered 
in isolation would be lowered if the proportion exceeds about 30% 
(£900/£3,000). 

For children, the corresponding proportions are about 33% 
(£2,730/£8,400) and 23% (£1 ,900/£8,400) . 

Different costs, e.g. those applying for adults in Authority N, or 
children in Authorities K and L, could significantly change the above 
proportions . 

How large is the proportion in practice? None of the authorities 
studied had quantitative information which would allow a direct 
assessment of whether the proportion of MH and their families 
receiving short-term relief and support care is large enough to be 
able to say that value for money is being achieved. Indirect evidence 
from authority A, which makes with Authority L the greatest use of 
short-term relief care in the authorities studied, suggests that they 
believe it is: no long-term accommodation for MH children is now 
provided in LA hostels, and the combined NHS provision and LA 
provision (through long-tem fostering) is only just over half of the 
national guideline level (as was shown in Table 4.1 at the end of 
chapter 4). 

Results such as those above are clearly sensitive to the actual cost 
of both short-term relief and long-term residential care, and to the 
selectivity which the SSD can exercise in choosing families to whom to 
give support and relief . But there appears to be a useful range of 
circumstances in which value for money might be improved overall. 

Family support and relief provided other than to groups 1 and 2 of 7.3 
- those who would prefer not to care at home but have to, and those 
who would care anyway - is acting to improve value, but at increased 
cost. It therefore requires in principle the same sort of local 
judgement as discussed for day care in chapter 6 to assess value for 
money. In practice, measurement both of its cost and of the numbers 
remaining in these groups will be difficult. 

7 .7 Value for Money Questions - Support and Relief Care 

The above discussion suggests the following questions about achieving 
value for money through the provision of short-term relief and other 
support . 
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Policies 



1 . Does the SSD have a policy of providing short-term residential 
relief care: 

a. As an alternative to admitting mentally handicapped 
individuals to long-term care when their families are 
willing to have them stay at home, but are unable any longer 
to cope without additional help? 

b. As a form of help to families who are able to continue to 
care at home, but would prefer not to, for whom long-term 
residential care is not available? 

c. As a form of enhancing the value to the mentally handicapped 
and their families of continuing care at home, even though 
families would continue to care without the provision of 
such support? 

2. Has it been able to distinguish even approximately the 
proportions in each group (a, b, c) who are currently receiving 
support and relief care? 

3. Has the policy been set out in such a way as to encourage the 
achievement of value for money, for example by: 

a. the use of explicit criteria to direct support and relief, 
so far as possible, to those families who want to continue 
to care at home but are having most difficulty doing so? 

b. concentrating the support and relief care on children, for 
whom the costs of alternative long-term accommodation tend 
to be highest? 

4. Have separate guidelines been developed which take proper account 
of the differences between the purpose, and methods for assessing 
value for money, of support and short-term relief care for 
different types of families, and of the actual costs of the 
alternative forms of provision locally? 

Level of Provision of Short-Term Residential Relief Care 



5. Has the amount of provision of short-term residential relief care 
reached a level similar to that found to provide value for money 
in those authorities which have made the greatest use of this 
form of care? 

Plans for Future Provision 



6. If the answer to one or more of these questions is negative, what 
plans are being made to move in this direction or what reasons 
are put forward by the SSD to suggest that such plans would be 
inappropriate in their authority? 

7.8 The Position in the Authorities Studied 



The authorities differ both in their policies, and in the extent to 
which they provide short-term relief care and other forms of family 
support. The differences are illustrated by Table 7.1. 
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Policies 



Authority A has a positive policy of providing short-term residential 
relief care as an alternative to long-term residential care, and spent 
approximately £40,000 per 100,000 population on adults and children 
taken together - slightly more than half on children. Authority L 
spent a similar total amount , and Authority N spent approximately half 
as much as A, K and L. 

None of the authorities appears to have made formal comparisons 
between the cost of providing support services of various kinds with 
resulting savings in residential care costs. Nor, it would appear, is 
a formal distinction made in any of the authorities between the 
different purposes for which short-term relief can be provided, and of 
the different cost/value criteria appropriate to each. 

In several of the authorities, groups of social workers are beginning 
to specialise in mental handicap with a view to providing more than 
just crisis support. 

Level of Provision of Short-Term Residential Relief Care 



Of the authorities studied. Authority A has made a major commitment to 
domiciliary services as an alternative to residential care, and spends 
about £40,000 p.a. per 100,000 population on short-term residential 
care, over half of which is for children (see Table 7.1). Authority L 
also spends about £40,000 p.a., and Authority N £23,000 p.a. In other 
authorities spending is £16,000 p.a. per 100,000 population or less. 
Even at the level of provision in Authorities A and L, the cost of 
family support and short-term relief care is lower, per family 
receiving support, than the costs of high intensity residential 
accommodation found in any of the authorities. 

Plan for Future Provision of Support and Short-Term Residential Relief 
Care 



Authority A is planning to increase the availability of short-term 
relief care for adults by the provision of an exluslvely short-stay 
hostel for adults similar to that which is currently operating for 
children. (Variations in the demand for short-term relief care in the 
latter hostel are discussed in Appendix 5.) 

Authorities B and D are encouraging the provision of short-term 
fostering, mainly in the form of summer holiday relief for children. 

Authority K is developing a range of approaches to providing 
short-term care for adults and children and has recently begun 
offering short-term relief for children on a non emergency basis. 

Authority L is aiming to increase short-term care in existing 
facilities with a target of 8 weeks relief per year per family. 

Authority M has started a short-term fostering programme and is 
working to Increase the amount of care available. 

Authority N is working to increase its adult short-stay provision and 
short-stay fostering facilities for children. 
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Authorities B, D and H would like to provide additional short-term 
residential relief care, but have been constrained from doing so by 
shortage of finance. Indeed, places originally designated for 
short-term relief have in recent years been occupied by long-stay 
residents, as a result of pressure on the SSDs to provide additional 
long-term residential care (mainly for those in the community who were 
no longer able to be cared for at home by their families). 
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8 . 



EFFICIENCY OF OPERATION; UNIT COSTS OF SELECTED 
LOCAL AUTHORITY SERVICES 



8 . 1 Introduction 



This chapter considers the fifth question from section 3.1 - what can 
be learnt from the unit costs and staffing levels of existing resource 
provision for the mentally handicapped in Social Services Departments 
- in effect, the efficiency of provision of these resources is being 
assessed, whereas previous chapters concentrated on the effectiveness 
of provision and allocation i.e. levels and mix of resources provided, 
and the use which is being made of them. 

8.2 Information Needed 



Making this assessment of the efficiency of provision of resources 
requires comparative information for similar resources in different 
SSDs, different parts of the same SSD, or both, about: 

1. Gross running costs, and its constituent elements such as : 

staff 

- premises 

supplies and services 

establishment (stationery, insurance, staff expenses) 
transport 

2. Details of debt charges. 

3. Off-setting income from various sources, e.g. , charges to 
clients, charges to staff, joint finance, charges to other LAs or 
other agencies, and sale of goods. 

4. For establishments, number of places provided, and places 
occupied (where different), separating between full time and/or 
long stay attendants/residents, and part time and/or short stay 
attendants/residents . 

5. Numbers of clients receiving service in each group of the 
mentally handicapped, defined by age range and degree of 
handicap. 

6. Supplementary measures of the quality of output, related to the 
mix of groups of MH and their care needs, and related to the care 
or training objectives of the services provided. 

8.3 What Can be Learnt from the Information Available ? 

In seven of the eight authorities studied, information of types 1 to 4 
above was available on the comparable basis of 1980—81 original 
estimates. Information was not available on this basis for Authority 

M. 
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Substantial variations in unit costs were found, both within and 
between authorities, of services which appear to aim at providing 
broadly similar care to comparable groups of clients. These 
differences have been analysed as far as possible from the figures 
available, and an attempt has been made to identify to what extent the 
differences in costs reflect differences in policy and practices; 
these differences may give pointers to other authorities as to 
opportunities for Improving the value for money in the efficiency of 
provision of their own services. However, in some cases one can only 
draw attention to differences in costs which are substantial, but 
which may prove on further investigation of client mix and care 
standards to be associated with similar differences in value. 

Unit gross and net costs must be carefully defined so as to make any 
comparisons of unit costs across authorities meaningful. Debt charges 
and income are two particular factors which need to be considered 
separately, and they have been distinguished in the cost tables where 
necessary (see below). 

Debt charges must be considered separately from the running costs of 
an establishment as some establishments are new and purpose-built, and 
have a very high debt charge element, whereas others are old, or are 
conversions of existing property, and have very low debt charges. 
Gross running costs excluding debt charges are therefore given. 

For income there are two complicating factors: first, the presence of 
grants or joint finance: second, charges made to clients or families, 
to staff, to other authorities, and to voluntary bodies for client 
placements . 

Both factors vary considerably between the authorities studied. In 
the discussion below are presented separately the unit gross running 
cost, the further elements noted above, and the final net unit cost 
which the SSD has to meet out of its own funds. In the discussion it 
has been possible only to analyse high intensity staffed homes and 
ATC’s, but together these account for 60-90% of SSD expenditure in the 
authorities studied. 

8.4 High Intensity Residential Homes for Adults 

Table 8.1 shows the average cost per place of operating high Intensity 
residential homes in each of the authorities studied. The authorities 
have been ranked according to their average gross running cost 
excluding debt charges. Gross costs to the authorities represent 
total running costs (excluding debt charges); when partly offset by 
income (mainly charges to residents) these result in net costs. Debt 
charges and external income items are shown separate ly. 

The very low costs of the hostels in Authority N are due mainly to 
much lower staffing costs, made possible by Authority N’s approach of 
using as its main provision medium-intensity hostels with little 
night-time staffing. However, a single hostel for more severely 
handicapped people is now under construction to broaden the spectrum 
of accommodation provided. Authority N is striving to increase 
staffing ratios in all its hostels as their more able residents move 
into lower intensity forms of care and are replaced by residents 
needing greater support and supervision. 
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Authority A has reduced debt charges by establishing residential homes 
in converted rather than purpose-built accommodation, in collaboration 
with voluntary bodies (who have contributed some of the capital). 

Other than Authority N, the authorities studied all operated high 
intensity hostels as their main residential provision for adults. 
Authority D has lower gross costs per place (excluding debt charges) 
than the remaining authorities. Table 8.2 shows the breakdown of 
gross costs per place excluding debt charges in the authorities 
studied, taking Authority B as 100%. The table shows that Authority D 
has gross running costs excluding debt charges under 80% of those of 
Authorities B and L, and between 85% and 90% of the other 
authorities. 

The largest single element in the difference is the lower staff costs 
in Authority D, although all other cost elements are also at the 
bottom end of the ranges in the authorities studied. This authority 
has staffing ratios in the middle of the range of the authorities 
studied (around 0.54 per place - see Section 8.5 below). The lower 
staffing costs are mainly a result of lower salary levels in 
Authority D, arising through a combination of being able to use staff 
with lower qualifications than in other authorities, and the fact that 
Authority D - an area of particularly high unemployment - attracts 
staff at lower salary levels. 

No information was available to enable evaluation of any differences 
in the value of services provided in the homes run by Authority N or 
by Authority D compared with the other authorities: the cost 
difference for Authority D, however, ranges up to 20% (and is over 50% 
for Authority N) . 

Fees and charges income generated from within each authority consists 
mainly of charges to residents (or to staff sleeping in at the 
hostels) and varies betwen £700 and £1,200 p.a. per place on average 
in the authorities. Authorities B, H and L are charging residents 
£1,000 - £1,200 p.a., a level of charge comparable with the level of 
supplementary benefit to which almost all residents are entitled. 
Authorities A, D and N have estimated their charges at the lower 
levels of £700 - £900 per person on average. 

Some LAs make hostel places available to other agencies (neighbouring 
LAs, voluntary organisations), usually because of surplus capacity. 
Charges are made to the other agencies enabling an LA to earn a 
significant income. Table 8.1 shows that Authorities D, N and H 
receive income from other agencies averaging £400 p.a., £500 p.a. and 
£700 p.a. per place (over all places) respectively. Authority H 
charges other agencies approximately the gross cost per place for the 
majority of the 6-5 residents/100,000 total population (one sixth of 
the total places) placed by other agencies. 

There can be advantages in the policy of placing external clients in 
an authority's surplus accommodation: the authority can reduce its net 
cost per place at its hostels and enable its own clients to be placed 
more cheaply, and the other agency can benefit by avoiding the costs 
of building of a new hostel which it might not be able to fill to 
reasonable occupancy levels. The advantages must be weighed against 
any disadvantage from additional travelling by clients and/or their 
families . 
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8.5 Staffed Hostels - Adults : Staff Ratio 



Staff costs are the major element in gross costs of staffed hostels, 
and they vary significantly between authorities. 

Two significant deviations from the norm are observed in Table 8.5 
(which is based on staff in post): 

1. Authorities L and B have the highest total staff ratios, by 
virtue of their high ratio of care staff per place (0.58 and 0.45 
against around 0.35 in other authorities). In Authority L the 
ratio is high because one hostel is used for young adults with 
relatively high levels of dependence requiring a high intensity 
of care. 

2. Apart from Authority N, which (as mentioned above) has a 
different approach to hostel provision. Authority A has the 
lowest total staff ratio, by virtue of its low ratio of ancillary 
staff (0.12 against 0.18, 0.18 and 0.19 in the other authorities 
i.e. over 30% below the next lowest). Two factors unique to 
Authority A may contribute to its low staff ratio: 

a. 4 of its 5 hostels are run by voluntary societies rather 
than the SSD; 

b. clients must have an ATC place to be accepted at these 
hostels . 

Both these factors contribute to low levels of day-time staffing, 
the ATC places removing the need for day-time staff and the 
voluntary society involvement contributing to staffing 
flexibility. 

Where significant day-time staffing has to be maintained, value for 
money can be increased by using these staff (as is done in 
authority D) to provide as much hostel day care as possible to MH 
individuals living in the community who would otherwise receive no day 
care (for example, because of a shortage of ATC places). 

Variation in staffing ratios within authorities is particularly 
pronounced in Authorities L (for the reasons mentioned above), D, H 
and N. 

8.6 Staffed Hostels - Children/Adolescents : Staff Ratio 



Staffing ratios are generally higher for children and adolescents than 
for adults. Three points stand out: 

1. In Authority H one hostel for children has a total staff ratio of 
1.75 staff per place; this is because it is in the process of 
being closed and staff transfers have not kept pace with the 
transfer of residents (the authority operates a ’no redundancy' 
policy) . 



- 42 - 



Printed image digitised by the University of Southampton Library Digitisation Unit 



2. In Authorities A and K the children's hostels have total staff 
ratios of 1.57 staff per place; these hostels all provide 
substantial short stay care and the hostel in Authority A is 
willing to take children who are so severely handicapped that 
they might otherwise be in hospital. The usage pattern of this 
hostel is described in detail in Appendix 5. 

3. Authority L operates one short-stay and one long-stay hostel. 

The long-stay hostel has a much higher staff ratio (1.65 against 
0.59). 

8.7 Adult Training Centres 



Table 8.3 shows the average cost per place of operating adult training 
centres in each of the authorities studied. Gross costs to the 
authorities represent total running costs, which are then partly 
offset by income from work performed (particularly in the case of 
Authority B) and meals charges to give net running costs. Debt 
charges and other external income items are shown separately and the 
authorities are again ranked in order of gross running costs. For 
Authorities H,M and N costs per occupied place have been used as there 
is currently significant under-occupancy. 

Table 8.3 shows that the highest average gross cost per place is over 
twice the lowest, and the highest average net running cost (excluding 
debt charges) is almost 2.5 times the lowest. Table 8.4 breaks down 
the costs by cost category, enabling these differences to be analysed 
further. 

The net running costs of Authorities K and L are over 50% higher than 
the next highest (Authorities A and B). This is due primarily to 
their high staff costs and to their high costs of transport and (for 
Authority L) supplies and services. The latter points are probably 
related to their positions as inner London boroughs. 

Authority N has the lowest net running cost, due mainly to its very 
low staff costs and surprisingly low (for a shire county) transport 
costs (only 11% of Authority B gross running costs). Supplies and 
services and premises costs are also very low. 

Transport costs in the shire counties A,B and to a lesser extent N are 
higher than in the more densely populated metropolitan boroughs D and 
H. Transport costs are particularly high in Authority A. Transport 
costs for the London boroughs K and L are, however, also high. 

High transport costs suggest that it may be important to consider the 
trade-off between transport costs and establishment size (which will 
affect capital and revenue costs) when planning new establishments. 
More, smaller ATCs could reduce transport costs (depending on 
population distribution) but of course may be more expensive per place 
to build and run. 

On the income side, only Authority B has a substantial income from 
work performed. Limitations of the accounting methods used do not 
enable the net contribution of this income (after subtracting the 
suppliers' cost of raw materials) to reducing the cost of services to 
be accurately estimated, but it is probably between 5% and 10% of the 
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gross establishment costs in Authority B. The pricing policy adopted 
by Authority B was to apply a standard margin of 50% to the cost of 
raw materials. A more commercial pricing policy, recognising the 
value of the labour performed by trainees, may enable the contribution 
to be increased. 

It is not appropriate for the study team to comment on the Impact in 
Authority B of the amount of work performed, and of the discipline of 
contract work on the value of the care provided. 

Special care units have staff ratios several times higher than is 
typical in ATCs. Their costs per special care place are therefore 
likely to be substantially higher, although the effect on the cost of 
the ATC as a whole is unlikely to be large enough to be apparent in 
total costs (see below). However, only one of the authorities 
currently operating special care units costs these separately from the 
main provision in the establishments concerned. Separate costing 
would be needed to provide a basis for assessing the money side in 
judging the value money of special care provision. The effect of the 
presence of special care units will typically be to Increase average 
net ATC running costs per place in a typical ATC of around 100 places 
by a small amount, of the order of 5%. 

Authority L, which does cost its special care unit separately, has a 
net running cost excluding debt charges of around £4 ,600p. a. /place for 
its 15 place unit. 

S *8 Adult Training Centres ; Staff Ratios 

The average ratio of ancillary staff per place varies from 0 in 
Authority A to 0.06 (l.e. between 0 and 5 to 6 in an 80 to 100 place 
ATC). This variation is related to the extent which necessary 
domestic tasks can be Integrated into trainees’ programmes of 
education and training without reducing the value of the programmes 
and without raising insuperable ethical questions concerning 
exploitation of trainees. Authority A has felt able to completely 
dispense with ancillary staff in this way. 

The average care staff ratio is significantly higher in Authorities K, 
L and H than in the other authorities (which are similar to each 
other). For Authority H this is probably due to the ratio being 
calculated with respect to occupied places only, there being under 
occupancy of over 25% in two of its three ATCs. Staffing has been 
partly adjusted to reflect occupancy levels but the ratio has not been 
reduced to the level of the ATCs in other authorities. 

The maximum variation in the total staffing ratio within the 
authorities is 33% of the average for the authority except for 
Authority N (average 0.12 staff per place, highest ATC 0.20, lowest 
0.10) and Authority L (which lists its special care unit separately). 
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9. 



FUTURE NHS PROVISION AND LOCAL AUTHORITY VALUE FOR MONEY 



9.1 Introduction 

All of the previous chapters have considered various aspects of 
assessing value for money in SSDs at present . The current local NHS 
provision is clearly of great relevance to this assessment. 

The future NHS provision has been given this chapter (which addresses 
question 6 of section 3.1) to itself, because the scale of proposed 
change and its likely impacts on value for money in SSDs in the future 
are likely to be very large. They represent a great challenge to most 
SSDs and the NHS if the benefits of the proposed shift to "community 
care" are to be realised, particularly in those SSDs where the present 
NHS provision is much higher than the DHSS guideline. 

The changes were first proposed in the 1971 White Paper on the care of 
the mentally handicapped, and reinforced recently in the 1981 
consultative document "Care in the Community". 

9.2 The Scale of the Changes Proposed in NHS Provision 



As indicated in Chapter 1, large numbers of mentally handicapped 
people are at present cared for in NHS hospitals or (to a much smaller 
extent) hospital hostels. It is suggested in the 1981 consultative 
document that about one-third - about 15,000 mentally handicapped 
people - could benefit from being transferred out of NHS care into 
local authority care. This compares with the number of local 
authority MH residential places at present of around 10,000, and with 
around another 78,000 to 1'08,000 clients at home receiving or 
potentially requiring some form of local authority care or support. 

Five of the eight Social Service Departments visited did not feel they 
had sufficient quantitative indications from the NHS of the number, 
care needs, or timing of the proposed transfer in their areas. From 
discussions it is understood that the majority of those intended to be 
transferred will be adults, and that many of them will have lived In a 
hospital or similar establishment for the majority of their lives* 

(Data from the Sheffield Case Register which was made available 
support the view that most will be adults: fewer than five per cent of 
registered MH children were currently in hospital, and most of those 
had the more severe levels of disability, indicating that only a small 
proportion of children, if any, would be suitable for discharge from 
hospital. ) 

How rapidly the complete transfer can take place was not clear to the 
authorities visited. Supposing the transfer were to be completed by, 
say, the early 1990s, then between 1,500 and 2,000 MH patients a year 
would have been transferred from NHS to Social Services Department 
care, or very roughly 10 to 20 people per Social Services Department 
per annum. Stated in this way the problem may not seem large; 
however, if the majority of these people need residential care (at 
least initially) and intensive training (to enable them to cope in 
less institutional residential surroundings), it needs to be set 
against a Social Services Department's current provision for a typical 



- 45 - 



Printed image digitised by the University of Southampton Library Digitisation Unit 



population of 300,000 people of around 50-60 residential places for 
the mentally handicapped, and around 250-300 places in ATCs. The 

change over 10 years could represent more than a doubling in 
residential care compared with present provision by Social Services. 

It could mean opening one or more residential homes or training 
centres for MH people every year in each SSD. 

9 .3 Improvements in Value Hoped for from the Change 

The view expressed in the 1971 White Paper and reaffirmed in the 1981 
consultative document is that in the long term, care in the community, 
provided by the Social Services, is better for many mentally 
handicapped individuals than continuation of their stay in hospital. 
Achievement of that value depends on the provision of suitable 
training, and on the provision of suitable accommodation in more 
home-like and less institutional surroundings than provided by a 
typical large hospital. 

For it to be possible for the Social Services Departments to provide 
facilities on the scale and of the type appropriate to the change, 
good joint planning arrangements will be needed. The lead times for 
developing new forms of residential care, and for setting up new 
training centres, is likely to be a matter of years. The proposed 
amount of change therefore requires action on a scale for which joint 
plans should already have been made, or should be being made now, if 
the changes are to be achieved in the suggested timescale. 

9.4 Relationship Between Current NHS and SSD Residential Provision 

It has not been possible to find evidence from recent past figures of 
any consistent relationship between NHS provision and Local Authority 
provision in different NHS regions. The lack of relationship is 
illustrated in Figure 9.1, which plots NHS hospital residents per head 
of population by Region horizontally, against numbers of MH in LA 
residential care per head in the same region plotted vertically. 
Although the authorities studied lie fairly close to the line drawn to 
show the White Paper recommendation for NHS and LA residential 
provision combined, there is no consistent trend in the other points 
plotted. (Authority H did not have information available on the 
number of NHS places provided to MH adults from the authority.) It is 
not therefore obvious that the closure of NHS provision requires a 
corresponding amount of new LA provision everywhere - some part of the 

provision for those coming from the NHS could doubtless come from 
reallocation of existing LA provision. 

9-5 The Lack of Quantification of NHS Plans 

NHS plans were not explicitly quantified in the consultative document. 
No detailed figures were provided by the NHS in five of the eight 
authorities visited concerning the numbers, characteristics, or 
proposed timing of discharges. In Authorities B and D, significant 
numbers of people had already been discharged by the NHS, and the 
Social Services Departments had been able to provide little care for 
them other than making a small contribution to the costs of 
unsupervised lodging accommodation, and - in authority B - providing 
ATC places to about a quarter. They do not regard this as providing 
the value sought from the transfer. 
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Th6re is limited evidence from the Sheffield case register on the 
range of types of individual currently in NHS hospital care. The 
proportion in hospital in Sheffield is about the national average 
(around 1 in 3) of those registered and receiving any care. About 
one~third of adults in hospital are in a group who have no serious 
problems of behaviour, incontinence, or mobility, and who can feed 
themselves and/or wash and dress without help. The consultative 
document suggests a similar proportion as being suitable for discharge 
from hospital. 

^ ^ Value of National or Regional Guidelines 

National or regional guidelines would not necessarily provide much 
help to an Individual Social Services Department, because the position 
differs very significantly between authorities, as shown in Table 9.1 
for the first four authorities studied. 

Thus it is clear that the potential impact of the transfer is large, 
but it is not clear as to what the effects on SSD provision will be in 
detail. It is also clear that it will be different in different 
places, depending on the level of existing NHS and SSD provision, it 
will be different for adults and for children, and it could swamp 
existing services (as Indicated by the relative amounts of provision 
shown in Table 9.1). 

^ ^ Inadequacy of Existing Joint Planning Arrangements for Future 
P lo. ruling 

Five of the eight authorities visited regarded their existing joint 
planning arrangements as inadequate in scope and detail for them to 
have made firm plans for the transfers to take place in coming years 
in their areas, although much valuable coordination of day—to“day 
decisions on care was being achieved through the existing joint 
planning arrangements. 

Sc.a^e of Costs Potentially Being Transferred from NHS 

The potential scale of the costs Involved in the care of the 15,000 or 
so mentally handicapped whom it is proposed should be transferred from 
NHS to Local Authority care was Indicated in the 1981 consultative 
document as around £6,000 p.a. per person in NHS hospitals (Including 
day care), or around £90 million in total. This compares with total 
Local Authority Social Services expenditure on the mentally 
handicapped of around £130M p.a. estimated for 1980/81, The cost 
issue is therefore clearly one of importance to Social Service 
Departments. 

Little was said in the consultative document about the overall cost 
impact on the public sector of the proposed transfer of care 
responsibility. The figures in the document were purely illustrative 
and attention was drawn to the difficulties and complexities in 
quantifying the financial implications. The document did, however, 
express the view that costs to the community health and personal 
social services would be lower in many cases. However, it is not 
clear whether this potential for reduction in expenditure in fact 
exists. As set out in Appendix 6, the argument for saving appears to 
depend on key elements of data which do not seem to be available. The 
range of assumptions for this data which seem to be plausible leads to 
consequences which include the possibility that no net public sector 
cost savings would result from the shift of responsibility. 
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9 . 9 Requirements for Achieving Value for Money from the Transition 



Achieving value for money from the transition will require: 

-- effective joint planning arrangements with the NHS 

- quantification of the timing, numbers, and characteristics 
defining the care and training needs of those whom the NHS is 
planning to discharge 

- careful coordination of the timing of discharges from the NHS to 
match the opening of SSD provision 

satisfactory arrangements for permanently transferring resources 
from NHS to SSD, in some combination of money, staff and 
facilities; for example. Authority A is pioneering arrangements 
whereby it will operate one or more hostels as agents of the NHS , 
who will fund the places thereby provided. 

Five of the eight authorities visited are not at present in a position 
to meet these requirements, but the lead time for providing facilities 
is such that they probably should be. 

9.10 Concerns for Further Investigation 



The tentative indications above on the possibility of a lack of 
overall public sector cost savings from the proposed transfer of care 
from NHS to LA responsibility seem worthy of further investigation, 
but this is outside the scope of this study. They suggest that the 
value for money benefit of this transfer may depend primarily on 
increasing value rather than reducing public sector cost. The benefit 
will only arise if the LA services are ready and have the facilities 
to achieve this increase in value. 

However, from the local authority point of view there appears to be 
potentially a serious problem of obtaining value in the future for the 
care of the mentally handicapped: either because discharges from the 
NHS will take place before the SSD resources are available to provide 
adequate care (as is already happening in authorities B and D), or 
because Social Services may provide facilities which will not match 
future care requirements in the absence of appropriate forward 
planning and close detailed coordination with the NHS (both in forward 
planning and at the time of NHS discharges). 

The problem is closely linked with that of achieving satisfactory 
arrangements for the transfer of resources (including finance) from 
the NHS to the Social Services, on a scale to match the scale of the 
proposed transfer of responsibility for providing care. 
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TABLE 1.1 PLACE OF RESIDENCE OF MH PEOPLE (England and Wales) 1979 



Number 





(000) 


NHS hospital (or other NHS facilities eg 
hospital hostel) 


47 


Local authority home 


10 


Voluntary or private home 


4 


ESN(S) boarding schools 


1 


At home 


78 - 108 



140 - 170 



Source: Adapted from national statistics listed in Appendix 2. 



TABLE 1.2 PUBLIC EXPENDITURE ON MH 



NHS 

LA Social Services Departments 
LA Education Departments 



Total (£M pa) Per head (£ pa) 



300 


6.0 


130 


2.6 


70 


1.4 


£500M 


£10.0 



DHSS (Social Security) not known but may 

be in excess of £80M 



not known 



Source: Adapted from national statistics listed in Appendix 2. 



TABLE 1.3 LA SSE EXPENDITURE ON MH 



Total (£M pa) Per Head (£ pa) % 



Residential care including 
short term relief (mainly 
homes for adults) 


50 


1.0 


40 


Day-Care (mainly ATCs) 


60 


1.2 


45 


Support (mainly field social 
workers ) 


10 


0.2 


7.5 


Administration 


10 


0.2 


7.5 




£130M 


£2.6 


100% 



Source: CIPFA Personal Social Services Statistics (1980-81 

Estimates). 
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TABLE 1.4 VARIATION BETWEEN AUTHORITIES 



Using the ratio between the 10th and 90th percentile authorities (for each 
statistic), the amount of variation one finds between authorities is as 
follows: 



10th 90th 

Percentile Percentile Ratio 



Net expenditure per 100,000 
population 





. residential care for adults 


£42,000 


£118,000 


2.8 




. adult training centres 


£87,000 


£183,000 


2.1 


- 


Numbers cared for per 100,000 
population 










. adults in residential care 


15 


45 


3.0 




. trainees at adult training centres 


49 


103 


2,1 


- 


Net expenditure per MH person 
cared for 










. adults in residential care 
. trainees at adult training 


£ 2,000 


£ 4,200 


2.1 




centres 


£ 1,200 


£ 2,000 


1.7 



Source: CIPFA Personal Social Services Statistics (1980-81 

Estimates) . 
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Table 2.1 



SUMMARY CHARACTERISTICS OF AUTHORITIES STUDIED 



Authority and 



Adults 

“Residential Care- Day Care 



. . Type 


Amount 


Unit cost 


Amount 


Unit cost 


A. Shire county 


Very low 


Typical 


Typical 


Typical 


B. Shire county 


Low 


High 


Very high 


Typical 


N. Shire county 


High 


Very low 


Typical 


Very low 


D. Metropolitan 
borough 


High 


Typical 


Typical 


Low 


H. Metropolitan 
borough 


Very high 


Low 


High 


Typical 


M. Metropolitan 
botough 


Typical 


High 


Very high 


Typical 


K . London 

borough (inner) 


High 


Typical 


Typical 


Very high 


L . London 

borough (inner) 


High 


Typical 


Typical 


High 




Very low 
Low 

Typical 

High 

Very high 



0 - 10th percentile 
10 - 30th percentile 
30 - 70th percentile 
70 - 90th percentile 
90 “ 100th percentile 



of all authorities in 
of all authorities in 
of all authorities in 
of all authorities in 
of all authorities in 



England and Wales. 
England and Wales. 
England and Wales. 
England and Wales. 
England and Wales. 



Notes 

1. Position is as in CIPFA Personal Social Services Statistics (1980/81 
Estimates). 



2. 'Residential Care' refers to the number of adults for which the SSD 
makes a financial contribution. 

3. 'Day care' refers to ATC provision only. 

4. 'Amount' refers to provision per 100,000 total population. 

5. 'Unit cost' Is net of charges and contributions and excludes debt 



Source: CIPFA Personal Social Services Statistics (1980-81 Estimates). 
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Table 3.1 BENEFICIARIES (ENGLAND AND WALES) 



BY AGE 




Children 


Number 

(000) 


0-5 


11- 13 


5-16 


31- 37 




42- 50 


Adults 


98-120 


Total 


140-170 



Source: Totals from Table 1.1. Numbers by age range estimated indirectly 
from assumptions about Incidence at birth and prevalence at 
different ages. 



BY TYPE OF RESIDENCE (ALL AGE GROUPS) 



Number 



( 000 ) 

NHS hospital or hospital hostel 47 
LA home 10 
Voluntary or private home 4 
ESN(S) boarding schools 1 
At home 78-108 



140-170 



Number per 
100,000 population 



% of MH 
% 

28-34 

6-7 

2-3 

1 

63-55 

100 



96 

20 

8 

2 

159-221 

285-347 



Source: Numbers from Table 1.1 

Population from CIPFA Personal Social Services Statistics 1980/81 
estimates . 
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Table 3.2 PAYING AGENCIES 



Agencies £M 

NHS 

Social Services Departments 
Education Departments 

sub-total 

DHSS - Social Security 

Families 

Charities 



Source: Table 1.2 and Appendix 9. 
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Expenditure on MH 
.a. (80/81 estimates) 

300 

130 

70 

500 

not known (but may 
be in excess of £80M) 
not known 
not known 



Table 3J MAIN TYPES OF CARE OBSERVED: ADULTS 



Description 


Abbreviation 


Bearer of 
public expenditure 
costs (excluding 
Social Security) 


DHSS guidelines 
(places per 100,000 
total population) 


National Average 
(places per 100,000 
total population) 


Observations from the first four authorities studied (2) 
Expenditure 

Places per 100,000 per 100,000 total Expenditure 

total population population per place 


Comments 




NHS LA (1) 

SSD 








(£000 p.a.) 


(£000 p.a.) 




Residential care 


MH hospital 
MH hospital hostal 

LA MH home — high intensity 


II 


X 


) 57 


90 


58-101 


226-394 


3.9 


Costs based on national averages for adults and children 


HH 

LAHH 


X 

X 


) 

) 


) 

) 1* 


5-39 


18-121 


2.8-3.6 (4) 


together, less assumed day care costs of £1,700 p.a. 


LA MH home — low intensity 


LAHL 


X 


> 


) 


3 


2 


0.8 


Observed in 1 authority only. 


LA group home 
Lodgings/boarded out 


L 


X 

X 


) 77 

) 

) 


2 

small 


1-4 

0 


Negligible 

0 


O.O-O.l 


Observed In 3 authorities. 

Under consideration in at least 2 authorities studied. 


RH 


X 


7 


3-26 


4-28 


0.4-3.2 


Includes boarding houses at least partially financial by LA SSD. 


Family/own home 


OH 


N/A 


96 


1 10-113 approx. 


118-127 


N/A 


N/A 


Assumes constant total prevalence (300 MH/100,000 pop.) and 
















MH adults and children in same proportion as non MH. 


Day Care 


Hospital dav care 


HOC 


X 


45 


80-90 approx. 


50-100 approx. 


95-190 approx. 


1.9 


Most hospital residents receive HDC. Cos! is national average 


Adult training centre 


ATC 


X 


) 


86 


76-125 


98-147 


1.1-1.4 (4) 


for day patients. 


LA dav centre for MH 


LADC 


X 


) 155 


2-5 approx. 


5 


5 


1.0 


Observed in 1 authority only. 


LA hostel day care 


I. AH DC 
SHW 


X 

X 


) 

small 


5-10 approx, 
small 


0-13 

1 


1.5 


1.5 


Costs not available. 

Similar costs borne by the Manpower Services Commission. 


Open employment 


OR 


N/A 


small 


small 




0 


0 


Numbers not available. 


Nothing 

Support 

Health service family support 
LA family support 

Hospital short-term care 
LA short-term care 


NIL 

HSFS 

LAFS 

HSTC 

LASTC 


N/A 

X 

X 

X 

X 


20/30 approx. 


30-50 approx. 


1-5 


0 

4-18 


0 


Proportion of social work effort devoted to MH typically around 
S% of the total. 

Short stay care not costed separately: costs on basis of 
long-term costs. 



Notes: 

1. All LA costs include debt charges 

2. Includes only care at least partially financed by NHS or LA SSD, 

3. Hospital costs exclude capital charges, are based on average of adults and children together, and may overstate costs for adults. 

4. Expenditure is net running cost excluding debt charges, grants, joint finance and Interne from other agencies. 
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Table 3.4 MAIN TYPES OF CARE OBSERVED; CHILDREN 



Description AbbreYiatlon 



Residential care 



MH hospital H 

NHS MH hostel unit HH 

LA MH home LAMH 

Private/voluntary residential care RH 

Foster home FH 

ESN(S) boarding school BS 

Family/oHn home OH 



Bearer of 
fKiblic expeodifure 
costs (exdiaiing 
Social Securitv) 


DHSS guidelines 
(places per 100,000 
total population) 


National Averoge 
(places per 100,000 
total population) 


NHS LA (1) 

SSD 

X 


) 8 

) 

) 9 


8 


X 


3 


X 


) 


1 


X 


2 


small 


X 


© 


2 


\/A 


5! 


56 



Observations from authorities studied (2) 


Places per 100,000 
total population 


Expenditure 
per 100,000 total 
population 


Expenditure 
per place 




(£000 p.a.) 


(£000 p.a.) 



5-16 


29-93 


5.8 


0-n 


3-109 


5.0-10.0 (4) 


0-2 


0-5 


2.1-2.5 


0-5 


0-15 


1. 1-3.0 


0 


0 


- 


18-61 


N/A 


N/A 



Comments 



Costs based on national averages for adults and children 
together, less assumed day care costs of £1,700 p.a. 

Two authorities only. 

Two authorities only. 

Assumes constant total prevalence (300 MH/1 00,000 pop.) and 
MH adults and children in same proportion as non-MH. 



Day Care 



Hospital day care HDC 

ESN (S) school (other than in hiHjHtal) ESNS 

LA hostel day «re LAHDC 

Nothing (under 5’s) NIL 

Support 

Health senice family support HSFS 

LA family support LAFS 

Hospital short-time care HSTC 

LA short-term care LASTC 



X 10 9 

X 52 56 

X 0 small 

8 5 



X 

X 

X 

X 



Not known 2J approx. 

55-85 140-210 approx. 23 approx. 

Not known 

Not known N/A 



0-3 3-24 



Cost Is national average for day patients (adults and children). 

Costs from I authority only. 

Not costed separately. 

Under 5’s may attend playgroups, day nurseries etc. 



Proportion of social work effort devoted to MH typically around 
5% of the total. 

Where short-term care is not costed separately costs are on 
basis of long-term costs. 



Notes: 

1. .All LA costs include debt charges. 

2. Includes only care at least j^rdally financed by NHS or LA. 

3. Hospital costs exclude capital charges, are based on average of adults and children together, and may overstate costs for adults. 

4. Expenditure is net running cost excluding debt charges, grants, joint finance and income from other agencies. 
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Table 3.5 ALLOCATION OF SSD (NET) EXPENDITURE ON MH PEOPLE IN THE 
AUTHORITIES STUDIED 



PERCENT OF SSD MENTAL HANDICAP EXPENDITURE 



Authority 


LA funded 
residential 

LA staffed 
homes 


1 

care (a) 
Other 


Day 

ATC 


care 

Other 


Family 

support 

(mainly 

social work)(b) 


Total net 
SSD exp. 
on MH per 
100,000 
total popn. 




% 


% 


% 


% 


% 


£000p . a . 


A 


25 


10 


56 


0 


9 


231 


B 


29 


6 


60 


0 


5 


271 


D 


37 


15 


40 


2 


6 


270 


H 


50 


4 


42 


0 


4 


364 


K 


22 


24 


38 


4 


12 


462 


L 


37 


7 


51 


0 


5 


516 


M 


48— 


— 




46 


6 


381 


N 


42 


9 


40 


2 


7 


232(e) 



RELATIVE AMOUNTS OF NHS AND LA SSD PROVISION 



Number in LA SSD 





Number in NHS 
resl. care per 
100,000 total 
popn. 


resl. care per 
100,000 popn. over 
(adults) and under 
16 (children) 


16 






Adults 


Children 








over 16(d) 


under 16(c) 


A 


106 


15 


25 




B 


65 


24 


7 




D 


84 


53 


24 




H 


not known 


61 


39 




K 


76 


56 


48 




L 


78 


51 


46 




M 


103 


29 


24 




N 


71 


51 


26 




Sources: 


LA visits 










Population: CIPFA Personal 


Social Services 1980/81 


Estimates 




NHS numbers - Table 4,1 









Note 



(a) Includes short-stay residential relief care. 



(b) Social work taken as 5 % of total fieldwork costs. 

(c) Includes fostering. Authority H figures include 6 per 100,000 
population under 16 from other local authorities but exclude 

fostering as the number of severely MH children fostered was not 
known . 



(d) Authority H figures include 9 per 100,000 population over 16 from 
other local authorities. 

(e) Debit changes and certain property related costs estimated from 
1982-83 figures. 
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Table 4.1 PROVISION OF RESIDENTIAL ACCOMMODATION IN THE AUTHORITIES STUDIED 

- Figures per 100,000 total population Authority 





A 


B 


D 


H 


K 


L 


M 


N 




Long-stay 


Long-stay 


Long— stay 


Long— stay 


Long-stay 


Long-stay 


Long-stay 


LonE-stav 




residents 


residents 


residents 


residents 


residents 


residents 


residents 


residents 


NHS residential care 


- adults 


101 


58 


68 


n.a - 


72 


76 


100 


65 


- children 


5 


7 


16 


10 


4 


2 


3 


6 




— 


— 


— 


— 


— 


— 


— 







106 


65 


84 


n.a. 


76 


78 


103 


71 




— 


— 


— 


— 


— 


— 


— 





SSD staffed homes 


— children 


0 


2 


3 


9 


3 


9 


3 


3 


Children fostered long-term 


5 


0 


1 


0 (c) 


3 


4 (d) 


1 


3 


ESN(S) boarding schools 


0 


0 


0 


0 


0 


0 


0 


3 




— 


— 


— 


— 


— 


— 


— 


— 




5 


2 


4 


9 


6 


13 


4 


9 




— 


— 


— 


— 


— 


— 


— 





SSD staffed homes 


- adults 


3 


16 


23 


39 (a) 


10 


17 


20 


18 


- adolescents (16-35 years) 


0 


0 


4 


0 


0 


0 


0 


0 


— other LA’s homes 


) 


0 


2 


2 


1 


0 


0 


0 


Private and voluntary wholly/ 
partially paid for by SSD 


) 4 
) 


1 


10 


3 


35 


21 


) 16 


14 


Private and voluntary not paid for by SSD(e) 


0 


0-31 (b) 


0 


0 


0 


0 


) 


1 


Joint SSD/voluntary homes 


3 


0 


0 


0 


0 


0 


0 


0 




— 


^ 


— 


— 


— 


— 





— 


Sub-total 


10 


17-48 


39 


44 


46 


38 


36 


33 




— — 


__ 




— 


— 


— 





— 


Minimally staffed homes 


0 


3 


0 


0 


0 


0 


0 


2 


Registered homes/ boarding houses 


0 


26 


0 


0 


2 


0 


0 


0 


Registered homes (no payments from SSD)(e) 


0 


0 


11 


0 


0 


0 


0 


0 




— 


— 


— 


— — 


— 


— 


— 





Sub-total 


0 


29 


11 


0 


2 


0 


0 


2 




— 


— — 


— 


— 


— 


— 


— 


— 


Unstaffed group homes 


3 


0 


1 


4 


3 


3 


3 


7 




— 




— 


— 


— 




— 


— 


Adults and children together: 


- NHS 


106 


65 


84 


n.a • 


76 


78 


103 


71 


— Other wholly/partly funded by SSD 


18 


48 


44 


57 


57 


54 


) 43 


47 


- Other not funded by SSD (e) 


0 


0-31 


11 


0 


0 


0 


) 


4 




— 


— 








— 


— 


— 


— 


Total - All residential 


124 


113-144 


139 


n.a. 


133 


132 


146 


122 










=== 


s»== 


=== 




=== 


Places equivalent assuming 90% occupancy 


138 


126-160 


154 


n » a > 


148 


147 


162 


135 


Adjustment for short-stay places (LA care only) 8 


1 


4 


3 


3 


7 


4 


4 


Adjusted total equivalent places 


146 


127-161 


158 


n.a. 


151 


154 


166 


139 








===== 


=== 




=== 


== = 


=== 


Notes 


(a) Includes 6 residents/100,000 pop. origins 


ting from other LAs. 















(b) There are 31 places/100,000 pop. in voluntary hoaes not paid Cor by the SSD. It Is not known how many of these clients originated from within 

Authority B. 

(c) There were known to be 8 children/100,000 pop. fostered in the ESN(S) and ESN(M) categories combined. The precise number of severely MH children fostered 
was not known. 

(d) There were 4 chi ldren/100,000 pop. fostered in the last 2 years. The precise number of severely MH children was not known. 

(e) Figures per places not funded by SSD are those known of by the SSD at the time of the study team visit. 
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Table 4.2 PROPORTIONS OF LONG-STAY RESIDENTS IN NHS AND SSD FUNDED 
ACCOMMODATION IN THE AUTHORITIES STUDIED 



— Children — — Adults 



Authority 


NHS 

7 . 


SSD 

% 


NHS 

% 


SSD 

% 


A 


44 


56 


90 


10 


B 


82 


18 


57 


43 


D 


74 


26 


64 


36 


H 


47 


53 


-• 


ti • 


K 


25 


75 


61 


39 


L 


12 


88 


65 


35 


M 


43 


57 


81 


19 


N 


33 


67 


64 


36 



Source : Tables 5.2 and 5.3. 

n.a. = not available at time of visit 
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Table 4.3 NATIONAL GUIDELINES FOR ADULT TRAINING CENTRE PROVISION 



Revised 1980 





— Original 1971 


Guideline — 


- Guideline - 




(places per 


(places per 


(places per 




100,000 adult 


100,000 total 


100,000 total 




population) 


population) 


population) 


Adults living 








in the 








community 


175 (b) 


130 


134 


Adults resident 








in hospital 


27 (b) 


20 


21 


Total 


202 


150 

SSS3 


155 



Sources: 1971 White Paper "Better Services for the Mentally Handicapped". 

1980 DHSS Review "Progress and Priorities". 

Notes: a. The 1980 guideline of places per 100,000 total population differs 
from that given in 1971 due to an increased proportion of adults 
in the total population. 

b. Only the 1971 guideline split the total this way. 

c. See Appendix 16 for further explanation. 
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Table 4.4 ADJUSTED SHORTFALL IN SSD DAY CARE PROVISION FOR ADULTS IN THE 
AUTHORITIES STUDIED CO 





Number 


—For NHS Residents- 
Guideline 
provision Actual 


For Non-NHS 

— Residents 

For 

NHS 


Shortfall 

For 

Non-NHS Total 


of 16+ 
now in 

Authority NHS 


For 

severe 

MH 


Other (b) 


Adjusted 

Guideline 


Actual 






A 


134 


27 


46 0 


129 


101 73 


28 


101 


B 


76 


27 


2 0 


173 


144(c) 29 


29 


58 


D 


89 


27 


12 0 


163 


130(d) 39 


33 


72 


H 


n.a. 


27 


n.a. 0 


n.a. 


221(e)n.a 


» n.a. 


n.a . 


K 


93 


27 


15 4 


160 


84(f) 38 


76 


114 


L 


99 


27 


19 2 


156 


171(g) 44 


(15) 


29 


M 


126 


27 


40 18 


135 


121(h) 49 


14 


53 


N 


86 


27 


9 10 


166 


113(i) 26 


53 


79 


Notes 


1 • 














a . 


All numbers in the table and 
adults (over 16). 


in the notes below are per 100. 


,000 


b. 


See Appendix 8. 












c . 


Including 


12 non' 


-ATC day care 


places . 








d. 


Including 


15 non' 


-ATC day care 


places . 









e. Including approximately 28 empty places. 

f. Includes 10 places from other LAs. An additional ATC has been 
recently opened, reducing the shortfall (which refers to 1979-80 
figures) by about 40 places. 

g. Including 12 non-ATC day care places. 

h. Including approximately 20 empty places. 

i. Including approximately 12 empty places. 
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Table 5.1 NATIONAL AVERAGE COSTS OP RESIDENTIAL CARE RESOURCES BY PAYING 



AGENCY 



- Residential Services 



Paying 

Agency 



Adults 



NHS 



Resource 



Net cost per 
ME Person (a) 
£ p.a. 



Hospital (b) 3,900 + 

(excluding imputed 
day care cost and 
capital charges) 

Hospital hostel n.a. 



LA SSD LA Home (high intensity) 4,100 

Foster home (g) 2,300 

LA Home (low intensity) 800 (c) 

Small Group Home negligible 

to SSD (c) 

Family/ Family /Own Home n.a. 

MH Person 



Children (b) 



LA SSD LA Childrens Home 8,400 

LA ED ESN(S) Boarding n.a. 



Social Security 

Typical 
entitlement 
per MH person (e) 

£ p.a. 



300 



300 

900 

900 

900 

1,800 



nil 

nil 



Sources: 



NHS “ Health Services Costing Returns. Costs exclude capital 
charges 

LA SSD “ CIPFA. Personal Social Services Statistics, 1980/81 
Estimates. Costs Include capital charges 



Notes : 



(a) Excludes day care elements. 

(b) NHS costs for adults and children are not available separately. 

(c) We have not costed the social work and support likely to be needed, 
which may be substantial early in the life of a home. 

(d) n.a. Not available at the time of the study. 

(e) Social security costs assumed typical (not necessarily average) 
entitlement for clients not in employment. Individual's circumstances 
and extent of take up of entitlement can vary widely. 

(f) All costs are expressed to the nearest £100. 

(g) We have not costed the costs of professional and administrative 
support of the fostering placement. 
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Table 5.2 PROPORTIONS OF LONG-STAY RESIDENTS IN ACCOMMODATION OF DIFFERENT 
TYPES IN THE AUTHORITIES STUDIED - ADULTS 





Figures in 


brackets refer 


to 


numbers 


of MH per 


100, 


000 total 




population. 


rounded to the 


nearest whole number. 






AS % OF 


ALL TYPES OF ACCOMMODATION 




















-High Intensity — 


Low 


Intensity- 












Fully 


Minimally 


Unstaffed 








NHS 


staffed 


staffed 


homes 


group 


Authority Total 


hospital 


homes 


/lodgings 


homes 




% 


No . 


% No. 


% 


No . 


% 


No. 


% 


No. 


A 


100 


(113) 


90 (101) 


8 


(9) 


0 


(0) 


2 


(3) 


B 


100 


(103) 


57 (58) 


15 


(16) 


28 


(29) 


0 


(0) 


D 


100 


(107) 


64 (68) 


35 


(38) 


0 


(0) 


1 


(1) 


H 


100 


n • d. • 


(n.a. ) 


— 


(42) 


- 


(0) 


— 


(4) 


K 


100 


(117) 


61 (72) 


34 


(40) 


2 


(2) 


3 


(3) 


L 


100 


(117) 


65 (76) 


32 


(38) 


0 


(0) 


3 


(3) 


M 


100 


(123) 


81 (100) 


16 


(20) 


0 


(0) 


3 


(3) 


N 


100 


(101) 


64 (65) 


27 


(27) 


2 


(2) 


7 


(7) 


AS % OF 


ALL EXCEPT NHS ACCOMMODATION 















Authority 


Total 


Fully staffed 
adult homes 


Minimally 
staffed homes 
/lodgings 


Unstaffed 

group 

homes 


A 


% 

100 


- % 
75 


% 

0 


% 

25 


B 


100 


36 


64 * 


0 


D 


100 


97 


0 


3 


H 


100 


91 


0 


9 


K 


100 


89 


4 


7 


L 


100 


92 


0 


8 


M 


100 


93 


0 


7 


N 


100 


75 


6 


19 



Total 



% 



No- 



2 

28 

1 

5 

3 

3 

9 



3 

29 



* Mainly due to discharges from NHS care, and regarded by the SSD as 
unsatisfactory - no day care able to be provided by SSD. 



Note: Includes only those MH for whom SSD makes some financial 

contribution. Private and voluntary home places are considered to be 
fully staffed. 



n.a. = not available at time of visit. 

Source; Table 4.1 (supplemented with detailed information from visits). 



Printed image digitised by the University of Southampton Library Digitisation Unit 



VC UJ U) tn •-* 



Table 5.3 PROPORTIONS OF LONG-STAY RESIDENTS IN ACCOMMODATION OF DIFFERENT 
TYPES IN THE AUTHORITIES STUDIED - CHILDREN 

Figures in brackets refer to numbers of MH per 100,000 total 
population, rounded to the nearest whole number. 

AS % OF ALL TYPES OF ACCOMMODATION 









NHS 


Staffed 






Authority 


Total 


hospital 


homes (a) 


Fostered 




% 


No. 


7o 


No . 


% No. 


% 


No. 


A 


100 


(11) 


44 


(5) 


8 (1) 


48 


(5) 


B 


100 


(9) 


82 


(7) 


18 (2) 


0 


(0) 


D 


100 


(22) 


74 


(16) 


22 (5) 


4 


(1) 


H 


100 


(21) 


47 


(10) 


53 (11) 


0 


(0) 


K 


100 


(16) 


25 


(4) 


56 (9) 


19 


(3) 


L 


100 


(17) 


12 


(2) 


65 (11) 


23 


(4) (c) 


M 


100 


(7) 


43 


(3) 


43 (3) 


14 


(1) 


N 


100 


(18) 


33 


(6) 


50 (9) 


17 


(3) 



AS X OF ALL EXCEPT NHS ACCOMMODATION 
Authority Total 


Staffed 
homes (a) 


Fostered 




% 


% 


% 


A 


100 


17 


83 


B 


100 


100 


0 


D 


100 


83 


17 


H 


100 


100 


0(b) 


K 


100 


50 


50 


L 


100 


73 


27(c) 


M 


100 


75 


25 


N 


100 


75 


25 


Note: (a) Includes 


all and only those 


MH for whom SSD makes 


some financial 


contribution 


including those in 


private and voluntary 


homes . 



(b) Authority H was known to foster 9/100,000 total population in 
ESN (s) and ESN (m) categories combined. The precise number of 
severely MH children fostered was not known. 

(c) Authority L has fostered 4 children/100,000 total population in 
the last 2 years. The precise number of severely MH children 
fostered was not known. 



Source: Table 4.1 (supplemented with detailed information from visits). 
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Table 6.1 NATIONAL AVERAGE COSTS OF DAY CARE RESOURCES BY PAYING AGENCY 



Paying Agency 



Day Care 

Resource 



Services 

Net cost per 
MH person 
£ p • a • 



Adults 

NHS 



LA SSD 



Family /employer 



Hospital day care 1,900+ 

(excluding capital 
charges ) 

ATC (special care)* 1,400+ 

ATC 1 , 400 

Sheltered Workshop 1,500 

LA Day care 1,000 



Open employment 
None 



not available 
not available 



Children 

LA ED ESN(S) Schools 2,500 



Sources: NHS - Health Services Costing Returns. Costs exclude capital 

charges . 

LA SSD - CIPFA. Personal Social Services Statistics, 1980/81 
Estimates. Costs include capital charges. 

LA ED “ Estimated from individual LA budgets. 



* Note: in the one authority which had available separate costings for a 

15 place special care unit, costs per place were around £4,600 

p.a. 
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Table 7.1 PROVISION AND USAGE OF LA SHORT TERM RESIDENTIAL RELIEF CARE IN 
STAFFED HOSTELS 

Users of 
short term 

Cost per care per Short term places as 

100,000 100,000 Cost per percent of total LA 

Authorities population population user staffed hostel places 





£000 p.a. 




£ p.a. 


% 


ADULTS 


A 


17 


55 


300 


48 


D 


7 


17 


400 


8 


B 


2 


5 


400 


3 


H 


5 


13 


400 


4 


K 


7 


10 


700 


13 


L 


10 


28 


400 


14 


N 


1 


17 


100 


5 



CHILDREN 

A 


23 


26 


900 


100 


D 


4 


7 


500 


21 


B 


4 


3 


1,400 


33 


H 


10 


9 


1,100 


11 


K (b) 


9 


3 


3,700 


17 


L 


31 


10 


3,100 


30 


N 


22 


58 


400 


45 



Sources: 1. Authority visits 

2. Population ~ CIPFA Personal Social Services Statistics, 
1980/81 Estimates 



Notes : 



a. Based on number of places available for short-stay care and 
average cost per place. 

b. Includes short-stay private and voluntary provision used by 
LA and refers to situation in mid 1982 when short-stay care 
for children had only just been introduced as a non-emergency 
option. 

c. Figures for Authority M not available to the study team. 
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Table 8.1 



AVERAGE COSTS PER PLACE - STAFFED 
RESIDENTIAL HOMES FOR ADULTS 



Costs per place (£000 p.a.) 



Gross Running 
Cost Excluding 
Debt Charges 


Income From 
Fees and 
Charges 


Net 

Running Cost 
Excluding 
Debt Charges 


Debt 

Charge 


Grants Income 
and From 

Joint Other 

Finance Agencies 


Final 

Net 

Cost to 
SSD 


AUTHORITY 














B 4.7 


(1.2) 


3.5 


0.8 


(0.3) 


(0.0) 


4.0 


M (a) 










approx 3.9 


L 5.0 


(1.0) 


4.0 


0.8 


(1.2) 


(0.0) 


3.6 


K 3.7 


(0.7) 


3.0 


0.6 


(0.0) 


(0.0) 


3.6 


A 4.3 


(0.7) 


3.6 


0.3 


(0.5) 


(0.0) 


3.4 


H 4.2 


(1.1) 


3.1 


0.8 


(0.3) 


(0.7) 


2.9 


D 3.7 


(0.9) 


2.8 


0.8 


(0.5) 


(0.4) 


2.7 


N (b)2.8 


(0.8) 


2.1 


0.7 


(0.0) 


(0.5) 


2.3 



Source: Local authority visits - 1980/81 estimates provided to us. 

(a) Figures for authority M were not available to the study team on a 
comparable basis. 

(b) Debt charges and certain property related costs estimated from 1982-83 
figures. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Table 8.2 



ANALYSIS OF COSTS PER PLACE - STAFFED 
RESIDENTIAL HOMES FOR ADULTS 



Cost (excluding debt charges )per place p.a. by 

category as percentages of Authority L 

gross running costs exluding debt charges 



•Authority 



Cost Category 

Staff 

Premises 

Supplies and Services 

Establishment 

Other 

Gross Running Cost 
Excluding Debt Charges 

Income from 
Fees and Charges 

Net Running Cost 
Excluding Debt Charges 

Source: 



L 




A 


H 










76 


73 


62 


64 


7 


12 


4 


10 


16 


7 


9 


) 

) 9 


1 


1 


7 


) 


— 


2 


4 


1 


— 








100 


95 


86 


84 


— 






^ 


(14) 


(25) 


(14) 


(22) 






— 


— 


86 


70 


72 


62 



K 


D 


N 


51 


53 


38 


10 


4 


9(b) 


13 


7 


9 


1 


6 


1 


- 


5 


— 


75 


75 


57 


(15) 


(18) 


(16) 


60 


57 


41 



Local authority visits - 1980/81 estimates provided to 



US 



(a) Figures for Authority M were not available to the study team on a 
comparable basis. 

(b) Certain property related costs estimated from 1982-83 figures. 
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Table 8.3 



average costs per place - ADULT 

training centres 



Costs per place (£000 p.a.) 



Gross Running 
Cost Excluding 
Debt Charges 


Income From 
Sales, Fees 
and Charges 


Net 

Running Cost 
Excluding 
Debt Charges 


Debt 

Charge 


Grants Income 
and From 

Joint Other 

Finance Agencies 


Final 

Net 

Cost to 
SSD 


AUTHORITY 
K 2.3 


(0.1) 


2.2 


0.1 


(0.0) 


(0.0) 


2.3 


L 2.2 


(0.1) 


2.1 


0.2 


(0.2) 


(0.0) 


2.1 


B 1.8 


(O.A) 


1.4 


0.2 


(0.0) 


(0.0) 


1.6 


A 1.4 


(0.0) 


1.4 


0.3 


(0.1) 


(0.0) 


1.6 


M(a,b) 

H(a) 1.2 


(0.1) 


1.1 


0.2 


(0.0) 


approx. 1 .6 
(0.1) 1.2 


D 1.2 


(0.1) 


1.1 


0.1 


(0.0) 


(0.0) 


1.2 


N(a,c) 1.1 


(0.2) 


0.9 


0.2 


(0.0) 


(0.0) 


1.1 



Source: Local authority visits - 1980/81 estimates provided to us. 



(a) On basis of places occupied. 

(b) Figures for authority M were not available to the study team on a 
comparable basis. 

(c) Debit charges and certain property related costs estimated from 1982-83 
figures . 
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Table 8.4 



ANALYSIS OF COSTS PER PLACE - ADULT 
TRAINING CENTRES 



Cost (excluding debt charges)per place p.a. by 

category as percentages of Authority L 

gross establishment costs excluding transport 



Cost Category 








“Authority 








L 


K 


B 


H 

(a) 


D 


A, 


N 

(a) 


Staff 


65 


65 


50 


46 


38 


38 


^33 


Premises 


8 


12 


8 


6 


7 


7 


6(c) 


Supplies and Services 


20 


12 


20 


6 


8 


8 


9 


Other 


7 


4 


5 


4 


4 


2 


1 


Sross Establishment Cost 


100 


93 


83 


62 


57 


55 


49 


Transport 


21 


28 


16 


4 


9 


22 


11 


Total Gross Running Cost 
Excluding Debt Charges 


121 


121 


99 


66 


66 


77 


60 


Income From Work 


(3) 


(1) 


(17) 


(0) 


(3) 


(0) 


(8) 


Other Income From Within 
Authority 


(5) 


(3) 


(5) 


(5) 


(2) 


(0) 


(2) 


Net running Cost 
Excluding Debt Charges 


113 


117 


77 

iSs ss 


61 

SE£ S&S SSfiS 


61 

ts&s sss 


77 


50 


Source: Local authority 


visits 


- 1980/81 estimates 


provided 


to US* 





Notes : 

(a) On the basis of occupied rather than total places. 



(b) Figures for authority M were not available to the study team on a 
comparable basis. 

(c) Debit charges and certain property related costs estimated from 
figures . 
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Table 8.5 STAFF PER PLACE IN LOCAL AUTHORITY ESTABLISHMENTS 
(Page 1 of 2) 









Authority A 




Places 




Authority B 
-Staff/Place- 
Ancillary 




Places 




Authority D 




Places 




Authority H 
— Staff/ place 


..... 


Establishment Type 


Places 


Care 


-Staff/Place- 

Ancillary 


Total 


Care 


Total 


Care 


Ancillary 


Total 




Care 


Ancillary 


Total 


Staffed hostels - 
adults 


12 

10 

10 

9 

9 


0.42 

0.30 

0.30 

0.33 

0.33 


0.08 

0.20 

0.10 

0.11 

0.11 


0.50 

0.50 

0.40 

0.44 

0.44 


24 

23 

15 


0.29 

0.50 

0.47 


0.19 

0.17 

0.20 


0.58 

0.67 

0.67 


26 

25 

24 


0.29 

0.36 

0.42 


0.13 

0.20 

0.23 


0.42 

0.56 

0.65 


24 

24 

24 


0.33 

0.33 

0.33 


0.13 

0.15 

0.25 


0.46 

0.48 

0.58 


Averages 

(weighted by places) 


10 


0.34 


0.12 


0.46 


21 


0.45 


0.18 


0.63 


25 


0.35 


0.19 


0.54 


24 


0.33 


0.18 


0.51 


Staffed hostels - 
adolescents 


















12 


0.66 


0.17 


0.83 










Staffed hostels - 
children 


14(1) 


1.07 


0.50 


1.57 


9 


0.56 


0.22 


0.78 


10 


0.80 


0.05 


0.85 


12 

6 (2) 


0.50 

1.17 


0.25 

0.58 


0.75 

1.75 


Adult Training 
Centres 


80 

80 (4) 
70 (4) 
70 
60 


0.13 

0.18 

0.17 

0.13 

0.15 


- 


0.13 

0.18 

0.17 

0.13 

0.15 


100 

100 

85 

71 (4) 
44 


0.15 

0.13 

0.12 

0.11 

0.14 


0.06 

0.05 

0.04 

0.06 

0.07 


0.21 

0.18 

0.16 

0.17 

0.21 


84 

80 

70 

30 


0.11 

0.12 

0.11 

0.13 


0.04 

0.03 

0.07 

0.02 


0.15 

0.15 

0.18 

0.15 


88 (3) 
86 (3) 
57 (3) 


0.17 

0.15 

0.18 


0.02 

0.02 

0.04 


0.19 

0.17 

0.22 


Averages 

(weighted by places) 


72 


0.15 


- 


0.15 


80 


0.13 


0.05 


0.18 


66 


0.12 


0.04 


0.16 


77 


0.17 


0,02 


0.19 



Source: 
Notes : 

1 . 

2 . 

3. 

4. 

5. 



Visits to local authorities 

Short-stay care only — average occupancy 56% » 

Hostel closing do™ - staff transfers not yet matching reduction in residents. 

Occupied places only! too ATCs ate considerably under-occupied (below 75%). 

sl^e "!;cert°iftrin°tre‘ftarf/pla«“figures has been Introduced by assuming ,H part-time staff work half-tlmei details -ere not readily ...liable of actu.l hours worked. 
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Table 8.5 STAFF PER PLACE IN LOCAL AUTHORITY ESTABLISHMENTS 
(Page 2 of 2) 



Establishment Type 



Places 



Authority K 

Staff/Place 

Care Ancillary Total 



Authority L 

Places Staff/Place 

Care Ancillary Total 



Authority N (10) 

Places Staff/place 

Care Ancillary Total 



Staffed hostels — 



adults 


30 


0.36 


0.18 


0.54 


20 

23 


0,75 

0.43 


0.18 

0.11 


0.93 

0.54 


26 

26 

26 

24 

26 




0.15 

0.12 

0.15 

0,17 

0.19 


0.41 

0.20 

0.13 

0.22 

0.12 


0.56 

0.32 

0.28 

0.39 

0-31 


Averages 

(weighted by places) 


30 


0.36 


0.18 


0.54 


22 


0.58 


0.14 


0.72 


26 




0.16 


0.22 


0.38 


Staffed hostels — 
children 


12 


1.17 


0.40 


1.57 


14 (12) 
8 (8) 


1.29 

0.53 


0,36 

0.06 


1.65 

0,59 


20 

8 

21 


(8) 

(8) 


1.03 

1.75 

0.48 


0.19 

0.40 

0.19 


1.22 

2.15 

0.67 












11 


1.01 


0.25 


1.26 














16 




0.91 


0.22 


1.14 



Adult Training 
Centres 



140 (6) 0.20 0.05 0.25 

140 (6) 0.19 0.05 0.24 



Averages 140 0.20 0.05 0.25 

(weighted by places) 



80 


0,20 


0.09 


0.29 


80 


0.16 


0.05 


0.21 


90 


0.16 


0.06 


0.22 


15 (7) 


0.40 




0.40 


66 


0.19 


0.06 


0.25 



120 


0.08 


0.02 


0.10 


60 


0.19 


0.01 


0.20 


50 (9) 


0.15 


0.05 


0.20 


100 


0.11 


0.01 


0.12 


120 


0.06 


0.01 


0.07 


125 


0.09 


0.02 


0.11 


120 


0.09 


0.02 


0.11 


99 


0.10 


0.02 


0.12 



Source: Visits to local authorities 



Notes : 

6. Reflects 1982 position since opening of new ATC. 

7. Special care unit. 

8. Short stay only. 

9 . Emphasizes industrial training. 

10. Reflects 1982 provision and staffing. 

11. All figures reflect staff known to be in post at the time of the study team's visit. 

12- Bu-Ht foT 19 places but staffed fox: 14- 

13- Stafflug details not available fot Autbority M- 
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Table 9.1 VARIATIONS IN NHS AND LA PROVISION 



ADULTS 



Authority 


% of MH adults 


receiving accommodation 


in: 




NHS Hospital 


LA residential 






or Hospital Hostel 


home 


Other 




% 


% 


Z 


A 


44 


3 


53 


B 


25 


8 


67 


D 


30 


13 


57 


H 


n.a. 


n.a. 


n.a. 


K 


31 


6 


63 


L 


33 


9 


58 


M 


42 


10 


48 


N 


29 


12 


59 


CHILDREN 









Authority 


% of MH children 


receiving accommodation 


in: 




NHS Hospital 


LA residential 






or Hospital Hostel 


home 1 


Other 




% 


% 


% 


A 


7 


1 


92 


B 


10 


2 


88 


D 


23 


4 


73 


H 


14 


15 


71 


K 


6 


4 


90 


L 


3 


13 


83 


M 


5 


5 


90 


N 


8 


4 


88 



Source: LA visits 



Notes: 



1. *’LA residential home" includes LA hostels, group homes. 

2. "Other" includes family home, voluntary home, private home, registered 
home/boarding house, fostering. 

3. Figures based on data for actual numbers of persons obtained from authority 
visits and the assumptions in Note 5. below. 

A. n.a. * not available at the time of our visit. 

5. Assumes average total prevalence of 300 MH per 100,000 total population and 

the same proportional division between MH adults (164-) and MH children as 
for the population as a whole. 
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Figure 9.1 NuMbers of KH (Adults fi children) per 108,088 Total Population 
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Appendix 1 



PRINCIPLES UNDERLYING THE DHSS 1971 WHITE PAPER 
"BETTER SERVICES FOR THE MENTALLY HANDICAPPED" 



The 1971 White Paper set out the following general principles: 

1 » A family with a handxcapped member has the same need for general 

social services as all other families. The family and the handicapped 
child or adult also need special additional help, which varies 
according to the severity of the handicap, whether there are 
associated physical handicaps or behaviour problems, the ege of the 
handicapped person and his family situation. 

2. Mentally handicapped children and adults should not be segregated 
unnecessarily from other people of similar age, nor from the general 
life of the local community. 

3. Full use should be made of available knowledge which can help to 
prevent mental handicap or to reduce the severity of its effects. 

4. There should be a comprehensive initial assessment and periodic 
reassessment of the needs of each handicapped person and his family. 

5. Each handicapped person needs stimulation, social training and 
education and purposeful occupation or employment in order to develop 
to his maximum capacity and to exercise all the skills he acquires, 
however limited they may be. 

6. Each handicapped person should live with his own family as long' as 
this does not impose an undue burden on them or him, and he and his 
family should receive full advice and support. If he has to leave 
home for a foster home, residential home or hospital, temporarily or 
permanently, links with his own family should normally be maintained. 

7. The range of services in every area should be such that the family can 
be sure that their handicapped member will be properly cared for when 
it becomes necessary for him to leave the family home. 

8. When a handicapped person has to leave his family home, temporarily or 
permanently, the substitute home should be as homelike as possible, 
even if it is also a hospital. It should provide sympathetic and 
constant human relationships. 

9. There should be proper coordination in the application of relevant 
professional skills for the benefit of individual handicapped people 
and their families, and in the planning and administration of relevant 
services, whether or not these cross administrative frontiers. 

10. Local authority personal social services for the mentally handicapped 
should develop as an integral part of the services brought together 
under the Local Authority Social Services Act, 1970. 

11. There should be close collaboration between these services and those 
provided by other local authority departments (e.g. child health 
services and education), and with general practitioners, hospitals and 
other services for the disabled. 

Al.l 
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12. Hospital services for the mentally handicapped should be easily 
accessible to the population they serve. They should be associated 
with other hospital services, so that a full range of specialist 
skills is easily available when needed for assessment or treatment. 

13. Hospital and local authority services should be planned and operated 
in partnership. 

14. Voluntary service can make a contribution to the welfare of mentally 
handicapped people and their families at all stages of their lives and 
wherever they are living. 

15. Understanding and help from friends and neighbours and from the 
community at large are needed to help the family to maintain a normal 
social life and to give the handicapped member as nearly normal a life 
as his handicap or handicaps permit. 
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Appendix 2 



SOURCES OF DATA 



This appendix set out the information sources used for background and for 
national statistics. 



A. National Statistics 



Source 



Guidelines for residential care 
and day care provision 



Current provision of residential 
care and day care financed by 
local authorities 

Mental handicap hostel provision 
for England 

Adult training centre provision 
for England 



Mental Handicap : Progress, 

Problems and Priorities. DHSS 1980 

Better Services for the Mentally 
Handicapped (White Paper) HMSO 1971 
Cmnd. 4683 

CIPFA Personal Social Services 
Statistics 1980/81 Estimates 



DHSS Personal Social Services 
Local Authority Statistics 1979 

DHSS Personal Social Services 
Local Authority Statistics 1980 



Cost of mental handicap hospitals NHS Health Services Costing Returns 

HMSO 1979 



B. General References 



Transfer of resources from NHS 
to SSDs 

Philosophy of MH care 
Staffing considerations 



Care in the Communty. DHSS 1981 
9/LAC(81)5 

National Development Group 
Pamphlets 1~5 and Checklist of 
Services 

Report of the Committee of 
Enquiry on MH Nursing and Care. 
Cmnd. 7468 (1979) 
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Appendix 3 



STATISTICAL VARIATIONS TO BE EXPECTED IN PREVALENCE 



This appendix sets out some statistical considerations in assessing the 
number of mentally handicapped persons in an authority (the prevalence of 
MH) for comparison with service provision. The 1980 DHSS Review quoted an 
average prevalence figure of 290-340 severely MH people per 100,000 
population in England and Wales. However, an Individual authority can 
expect variation from this average, firstly due to inherent statistical 
fluctuations and secondly due to population movement. Variations could 
amount to as much as 15-20% of the national average, although they are 
unlikely to be as high as this in practice. 

1 . Statistical variation 

The 1980 DHSS Review identified a prevalence range of 290-340 clients 
per 100,000 total population, based on data supplied by 4 Case 
Registers. For Illustration, take 300 clients per 100,000 population 
as being a typical prevalence. It is not unreasonable to suppose that 
the Incidence of mental handicap is a Poisson process. From 
statistical theory, the sum of individual Poisson processes is itself 
a Poisson process, so that (ignoring the effects of variations in age 
of death - see below) for a population of 100,000 persons the number 
who are mentally handicapped will also be distributed as Poisson with 
mean 300. For an authority of x hundred thousand persons, the mean 
prevalence would likewise be 300x with standard deviation ^ioOx. For 
a Poisson distribution of mean 300x, the te is a 90% chance tha t the 
population contains between 300x - 1.65s/300x‘ and 300x + l,65>/30^ 
mentally handicapped. Similarly there i s a 95 % chance that the 
population contains between 300x - 1.96/300x and 300x + 1.96y300T 
mentally handicapped. Examples are given below. 



Authority Population 


90% Range 


95% Range 


200,000 

500,000 


560 to 640 
1,436 to 1,564 


552 to 648 
1,424 to 1,576 



On this basis, there is a 90% chance that an authority of population 

200.000 will have between 560 and 640 mentally handicapped - a range 
i of fhe 600 average. For a larger authority of population 

500.000 the corresponding range is + 4% of the 1,500 average. The 
smaller the authority is, the greater is the relative statistical 
fluctuation about the average. 

Variations in life expectancy will also affect the statistical 
variations to be expected in prevalence. However, a somewhat 
complicated calculation leads to the result that their effect will be 
the variations discussed above by up to a quarter depending 
on whether all MH persons are being considered or just some particular 
age group. 
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2 . 



Population movement 



Another factor affecting prevalence, noted in the 1980 DHSS Review is 
population migration. It is not unknown for an authority's population 

to change by 10% over a ten-year period, although this will not be 
entirely due to migration. 

From CIPFA population estimates for 1978/79 and 1980/81 it is seen 
that in two years the population of Authority A increased by 1.5% 
Authority B increased by 0.1%, Authority D decreased by 1,4% and 
Authority H decreased by 2.2%. 

It has been suggested that the mentally handicapped tend not to follow 
general population movements, possibly due to attachment to local 
services. Thus, In an original population of lOO.OoS, if nonrof the 
approximately 300 mentally handicapped originally present were 
Included in a 10% migration, the resulting prevalence would be 
300/90,000 or about 330 per 100,000 population. This gives an upper 
bound on the change in prevalence (as in practice some mentally 
handicapped would move) but illustrates that a fall or rise of 10% in 
the population due to migration could result in up to a 10% rise or 
fall in prevalence respectively. 

3 . Combined effect 

To take an extreme case of an authority of 200,000 population which 
has a statistically high prevalence of 7% above average and has had a 
recent population decline of about one-tenth due to migration, current 
prevalence may be up to 17% higher than the national average. This 
would have a considerable impact on service planning. However, such a 
large deviation from the average will be very rare, since it requires 
both high migration and a considerable statistical fluctuation. 

4. Sub-groups 

Statistical variability in the size of sub-groups of the MH in 
particular authorities will be greater than for the MH as a whole. 

For example the non-ambulant (Kushlick group Kl) represent only above 
5% of those receiving care (Table 3.4). Their prevalence is thus only 

about 15 per 100,000 population. For an authority with a 200,000 

population there is a 10% chance of finding less than 30 - 1.65V 30 
or more than 30 + 1.65^/30 (using the arguments of section 1 above) 
in this sub-group. This gives a 10% chance of finding prevalence 
outside the range 30 + 9 i.e. a variation of + 30%. This percentage 
variation will of course be less for larger sub-groups or for 
authorities with higher populations. 
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Appendix 4 



CATEGORISATION OF MENTALLY HANDICAPPED PEOPLE 



A method for rating characteristics of mentally handicapped people has been 
developed by Dr. Kushlick in Wessex based on the assessment of social and 
physical incapacities (see Reference 1). This appendix describes the 
classification by "major characteristics" of mobility, incontinence, 
behaviour disorder and self-care as derived from scores on the rating form 
used by Dr. Kushlick. A three point scale is used for the answer to each 
question : a score of 1 indicates severe difficulty, a score of 2 indicates 
moderate difficulty, and a score of 3 Indicates no difficulty. A similar 
three point scale is used for the classification by major characteristics, 

A score for each characteristic is derived from a combination of individual 
question scores. 

1 . MOBILITY 

Each mentally handicapped person is scored on ability to 'walk alone' 
and to 'walk with help', giving the following levels of mobility: 

a. Non-ambulant- 

Unable to walk alone and (even with help) unable to manage 
stairs. 

b. Partly Mobile- 

Able to walk on the flat alone but needs help to manage stairs. 

c. Fully Mobile- 

Able to walk on the flat and up stairs without help. 

2 . INCONTINENCE 

Each person is scored on frequency (frequently, occasionally, never) 
of wetting and soiling both during the day and during the night (le. 
four categories of incontinence) giving the following levels of 
incontinence: 

a. Severely Incontinent- 

Elther soiling frequently during the day 

or soiling frequently during the night 

or wetting frequently during the day 

b. Mildly Incontinent- 

Either soiling occasionally during the day and night 

or wetting frequently during the night and occasional 

problems in any other category 

or occasional problems in three of four of the categories 

c. Continent 

Either wetting frequently during the night and no problems in all 
other categories 

or at most two occasional problems of the four categories 
(except for soiling during the day and night) 

3. BEHAVIOUR DISORDER 

Each person is scored 'marked', 'lesser' or 'no' on five categories of 
behaviour disorder: aggression, destructiveness, over-activity, 
attention seeking, and self-injury. The following levels of behaviour 
disorder are defined: 
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a. Severely Behaviour Disordered- 

Either aggression, over-activity or self-injury present to a 
marked extent 

or any two categories present to a marked extent 
or destructiveness present to a marked extent and all other 
categories present to a lesser extent 
or attention-seeking present to a marked extent and all other 
categories present to a lesser extent 

b- Mildly Behaviour Disordered- 

Either any category present to a marked extent (and not Included 
in 1 . ) 

or three or more categories present to a lesser extent 

c. Not Behaviour Disordered- 

At most two categories present to a lesser extent 

4. SELF CARE (FWD) 

Each person is scored ’not at all’, 'with help’ or ’without help’ on 
three categories of self-care: ability to feed, to wash and to dress, 
giving the following levels of self-care; 

a. Not Able to Feed, Wash, Dress- 

Either needs total assistance with two or all three categories 
or needs total assistance with one category and some help 
with both the other categories 

b. Partly Able to Feed, Wash, Dress- 

Either needs total assistance with one category and some help 
with one other 

or needs some help with two or all three categories 

c. Able to Feed, Wash, Dress- 

Needs some help with at most one category 

Dr. Kushlick has devised a classification of the mentally handicapped 
based upon the combined ratings of mobility, Incontinence and 
behaviour disorder as defined above. The following ’Kushlick 
categories’ are Identified: 

K1 . NON-AMBULANT 

Persons classed as ’non-ambulant ’ 

K2. BEHAVIOUR DISORDERED 

Persons not in the above category who are classed as 'severely 
behaviour disordered' 

K3 . INCONTINENT 

Persons not in one of the above categories who are classed as 
’severely incontinent’ 

K4. MILDLY INCAPACITATED 

Persons not in one of the above categories who are classed as 
'mildly incontinent', 'partly mobile' or 'mildly behaviour 
disordered ’ 

K5 . NOT INCAPACITATED 

The remainder, which are subdivided into those who are able to 
FWD (category 5b) and those who are not or only partly able to 
FWD (category 5a). 
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Reference 1 



"A method of rating behaviour characteristics for use in large scale 
surveys of mental handicap" 

A. KUSHLICK, R. BLUNDEN, G. COX Psychological Medicine 1973(3) , pp, 466-478 
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Appendix 5 



USAGE PATTERN OF A SHORT-STAY CHILDREN'S HOSTEL 



This hostel provides only short-stay care (respite) and the authority 
stipulates a maximum usage of 6 months per client in any one year. There 
are 14 staffed residential places, and the hostel additionally provides day 
care for both residents and non-residents. The 14 places are used by about 
120 different children each year. 

The Social Services Department provided detailed data on the usage of the 
hostel throughout 1980/81. From this information occupancy levels and 
average lengths of stay have been analysed. Figure A5.1 graphs the average 
weekly residential occupancy during 1980/81, and clearly shows the seasonal 
variations of demand. Peak usage is in August during school holidays. The 
table below summarises the average annual residential occupancy by day of 
the week, showing the increased usage at weekends. 

Table A5.1 



DAY 


OCCUPANCY 


Monday 


49% 


Tuesday 


52% 


Wednesday 


52% 


Thursday 


51% 


Friday 


51% 


Saturday 


68% 


Sunday 


69% 


Average 


56% 



There were 574 residential stays in 1980/81, with an average length of stay 
of 4.7 days. The most frequent stays were for 2 days, usually over a 
weekend, and 7 days (166 stays and 128 stays respectively). The 
distribution of length of stay over the year is set out in the table 
below. 



Table A5.2 



Length of stay 
(consecutive nights 
with or without day care) 


Frequency during year 
April 1980 - March 1981 


1 


84 


2 


166 


3 


42 


4 


35 


5 


44 


6 


20 


7 


128 


8 to 14 


38 


15 to 21 


14 


22+ 


3 


TOTAL 


574 


Day care only (single days) 


186 
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Appendix 6 



SOME POSSIBLE COST CONSEQUENCES OF A TRANSFER FROM NHS TO LA CARE 



This appendix demonstrates that it is not difficult to find plausible 
assumptions leading to the conclusion that there could be no net public 
sector cost savings from the transfer of 15,000 MH patients from NHS to LA 
care discussed in the 1981 Green Paper 'Care in the Community'. 

The conclusions arrived at clearly do not give an accurate forecast of the 
cost impact of the transfer. Nevertheless, the plausibility of the 
assumptions suggests that the matter is worthy of further investigation. 

Such an investigation is outside the remit of this study. 

Assumptions and calculations are presented under the headings of; 

reduction in NHS costs 
increase in SSD residential costs 
increase in SSD day-care costs 
increase in Social Security costs. 

1 . Reduction in NHS costs 

The average annual cost of an Mil hospital bed including day care is 
£5,800 (Health Service - Costing Returns to 31.3.79, rescaled to 
November 1979 using the RPI). Transferring 15,000 patients to LA care 
represents a decrease of around a third in the hospital population. 
Since it will tend to be, the more able patients who are transferred, 
it is likely that the average cost of caring for the remainder will 
increase. This view is supported by an examination of the average 
cost of an MH hospital bed by NHS Region, which shows a clear tendency 
to increase as the number of hospital residents per 100,000 population 
decreases (Figure A6.1). From Figure A6.1, reducing the average 
number of NHS residents by a third is likely to increase the average 
cost to £6,400 p-a. The difference between 45,000 patients at an 
average cost of £5,800 p.a. (including day care) and 30,000 patients 
at an average cost of £6,400 p.a. gives a reduction in NHS costs of 
£69M p.a. 

2 . Increase in SSD residential costs 

CIPFA Personal Social Services Statistics (1980-81 Estimates) show 
that the average cost per resident-week in local authorities' own 
accommodation for the MH is £59.36 (including debt charges but net of 
income from fees and charges). Transferring 15,000 NHS patients to 
care of this type full-time (i.e. 52 weeks per year) gives an increase 
in SSD costs of £46M p.a. 

3 . Increase in SSD day care costs 

The most common form of day care for the MH is ATC care. CIPFA 
Personal Social Services Statistics (1980-81 Estimates) show that the 
average cost per trainee-day is £5.98 (net of sales income but 
excluding debt charges, for which no figures are given). In the first 
four authorities studied the proportion of MH in LA care attending 
ATCs ranges from 70% to 85%. Assuming 70% of the 15,000 patients 
transferred to LA residential care attend ATCs for 47 5-day weeks p.a. 
gives an Increase in SSD costs of £15M p.a. 
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4 . Increase in Social Security costs 

In June 1981 hospital residents were typically entitled to £5.45 p.w. 
dependent persons allowance whilst those in LA care were typically 
entitled to £21.70 p.w. supplementary benefit, a differential of £845 
p.a. Adjusting to November 1979 gives a cost differential of 
approximately £700 p.a. which for the 15,000 patients being 
transferred yields an increase in Social Security costs of £10M p.a. 

The net result is a small increase of around £2M in net public sector costs 
on the basis of our crude but plausible assumptions. Considerable further 
work would be necessary to arrive at an accurate estimate of the net cost. 
Amongst the factors ignored but which would need to be considered, and 
which lead to increased public sector costs are: 

hostel debt charges, which are based on out-of-date building costs; 
for example, assuming a typical hostel age of 5 years coupled with an 
average 12% inflation would mean they were 75% (or about £6M p.a.) 
understated. 

- ATC debt charges; assuming charges of £5 p.w. each for a 47 week year 
for 70% of the 15,000 tranf erred patients leads to a cost of around 
£2M p.a. 

- the cost of generic medical dental and other support services included 
in hospital costs; Health Service Costing Returns indicate that these 
are at least 40p per day per patient, equivalent to around £2M p.a. 
for the 15,000 transferred patients. 

On the other hand, varying the assumptions made could lead to reduced 
public sector costs. In particular: 

varying the average cost for LA accommodation; establishment of a 
complete spectrum of residential care could lead to very substantial 
reductions (see Chapter 3). 

- assuming less than 70% of those transferred to SSD care attend ATCs; 
the proportion of those attending ATCs may be greater or less than 70% 
- this is a matter for local professional and political judgment in 
the light of the needs of those being transferred and the alternative 
forms of day care available. 

making some allowance for the value of the buildings and/or land 
released by the reduction in use of NHS facilities. 
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APPENDIX 7 



ASSESSMENT OF CARE VALUE FOR DIFFERENT GROUPS OF 
MENTALLY HANDICAPPED PEOPLE 



A . 7 . 1 Introduction 



This appendix considers the possible combinations of residential care 
and day care that mentally handicapped people require, and the need 
to relate value to groups of mentally handicapped people having 
broadly similar care needs. The discussion is illustrated with the 
Kushlick categorisation of the mentally handicapped, and with data 
made available to us from the Sheffield Case Register. Assumptions 
are developed in some detail about the value of providing care 
alternatives to clients in each Kushlick category as a basis for 
Chapters 5 onwards . 

A. 7 .2 A Map of the Combinations of Long Term Accommodation and Day Care 

Figures A. 7.1 (Adults) and A. 7. 2 (Children) set out graphically the 
combinations of long-term accommodation and day care which are likely 
to be found in the care of the mentally handicapped. Along the 
horizontal axis are marked the resources which are commonly found for 
long-term residential care, arranged from left to right in order of 
decreasing intensity of (public sector) staffing ratios. Where 
different resources are of similar intensity, they are shown at the 
same point along the axis . 

Along the vertical axis are marked the resources commonly found for 
day care, similarly arranged and grouped from top to bottom in order 
of increasing intensity of public sector staffing (except for open 
emplo 3 nnent - see below). 

Adults 



The residential resources for adults are (from left to right): 

1. Hospital. 

2. Staffed residential homes 

a. LA hostel - high intensity 

b. NHS hostel unit 

c. Private or voluntary residential home. 

3. LA hostel - low intensity. 

4 . a . Small group home 

b. Lodgings 

c. Sheltered housing 

d. Family home. 

5 . Own home . 
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The day care resources for adults are (from top to bottom); 

1. Minimal or no day time supervision. 

2. Supervision, such as may be found in: 

a. His family home 

b. Hospital 

c. LA hostel 

d. LA day centre care. 

3. Occupational training/employment; 

a. Open employment - grouped here because of its similarity in 
content, rather than staffing ratio, to SHW and and ATC. b. 

b. Sheltered workshop /Indus trial enclave 

c. ATC 

d. NHS equivalent of ATC. 

e. ESN(S) school. 

f. Further Education course. 

4. Special day care intended for the most severely handicapped: 

a. ATC - special care 

b. NHS equivalent of special care. 



Children 



Figure A. 7 -2 for children is structured similarly to the previous 
figure for adults. 

The principal residential resources are: 

1. Hospital. 

2. Staffed home 

a. Hospital hostel. 

b. LA hostel - high intensity. 

3. ESN(S) boarding school. 

4. Children's private or voluntary residential home. 

5. Foster /adoptive home. 

6. Family home. 

The principal day care resources for children are: 



1. 


Family home - 


supervised. 


2. 


ESN(S) school 


• 


3. 


LA hostel day 


care . 


4. 


Hospital day 


care . 
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A. 7. 3 Value: What Rankings of Types of Care for each Kushlick Group can be 

Obtained from Views of Professionals? 

Using Kushlick 's grouping as a means of giving focus (and introducing 
some distinctions in the large K5a and K5b adult groups) it becomes 
possible for professionals to answer questions such as: 

1. Are there some forms of care from which those in group K2 
(partly or fully mobile, with severe behavious problems) receive 
no significant value, or indeed some detriment (i.e., are there 
some forms of care which on value grounds are inappropriate even 
to consider for this group)? 

Similar questions for other groups can establish which care 
settings provide unacceptably low value for these groups, and 
hence identify unsuitable settings. 

Furthermore, this first type of question helps us identify 
groups for which: 

a. the preferred care setting is clear cut, and with perhaps 
only one or two alternative settings having any significant 
value, and for which there is little real scope for 
change j 

or by contrast, for which: 

b. a range of alternatives all provide some significant value, 
so that there may be a real opportunity to change value 
and/or cost for these groups by changing the balance of 
alternatives employed. 

2. For people in group K5a (mobile, no problems of incontinence or 
behaviour; but not able to feed themselves, wash or dress 
without help) who cannot live at home, which is best, for them 
to be in hospital or in a local authority home? In other words, 
would they be expected to receive more value, less value or 
about the same value from being accommodated in hospital, or in 
a local authority home? If in a local authority home, would 
they receive more, less, or about the same value from a high 
intensity home, a low intensity home, or an unstaffed group 
home? 

3. W^hlch groups of MH would receive significant value from day care 
in ATCs? Which, if any, of these groups can be said to receive 
more value than others? 

4. What groups of MH children could receive at least equal value 
from being accommodated in a foster home or adoptive home, 
rather than in a local authority MH children's home? 



and so on. 
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By considering questions such as these, and attempting to answer them 
based on discussions with professionals in the authorities studied 
and interpretations of nationally published guidelines, a set of 
assumptions has been mapped out relating value to the type of care 
provided for each group. This has been done separately for adults 
and for children, and for each major type of long-term accommodation 
and type of day care. 

A. 7. 4 Value: The Layout of the "Value Maps" 

The mapping is shown for adults in Figure A. 7. 4, and for children in 
Figure A. 7 .5 . 

On each Figure are shown separate smaller versions of the overall 
maps given previously (Figures A. 7.1 - adults, and A- 7.2 - 
children). 

For adults, there are separate small maps as follows: 

Figure A. 7. 4a - Adult Kl, K2 and K3 groups 

A. 7. 4b - Adult K4 and K5a groups 

A. 7. 4c - Adult K5b group 

For children the small maps are: 

Figure A. 7. 5a - Children, Kl and K3 groups 

A. 7. 5b - Children, K2 group 

A. 7. 5c - Children, K4, K5a, K5b groups. 

On each map, boxed-in diagonally shaded areas represent combinations 
of care which it is understood are found in practice, and it is 
understood that professionals believe provide significant value to 
the MH. Horizontally shaded areas denote those combinations which it 
is understood that some professionals would regard as providing poor 
value for these groups; white areas denote those which it Is 
understood that many professionals would regard as providing very 
poor value. Both the latter sorts of combinations are found in 
practice to a significant extent. 

The axes on each map are so arranged that the different forms of care 
numbered 1, 2, 3 are in the order of increasing value to the 
individual as judgments of the professionals spoken to have been 
interpreted. Forms of care with the same number but a different 
suffix letter - e.g., 2a: LA hostel high intensity, and 2b: hospital 
hostel - are assumed to provide approximately equivalent value of 
care in general (recognising that there may be great variation in 
practice, particularly in private sector care value). 

It must be noted that the value obtained from one type of residential 
care is not independent of the type of day care received in 
combination. For example a client may only receive the greatest 
value from placement in a small group home provided he is given at 
least a minimum level of day care and supervision. Without 
satisfactory day time activities that client would then receive 
greater value from a more intensive form of residential care. 
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A. 7. 5 Value: Most Severly Handicapped Adults (Kl, K2, K3 Groups) 



Figure A. 7. 4a sets out assumptions for adults in groups Kl, K2 or K3 
(those who are not mobile, or have severe behaviour problems or have 
severe incontinence). Data from the Sheffield Case Register suggests 
that there are about 42 MH adults per 100,000 population in these 
groups, or very roughly 20% of all MH adults receiving public sector 
care, made up of Kl-10, K2-22, K3-10 per 100,000. 

1 * Residential Care 

As for all groups, care in a family home is assumed to be of 
most value to the individual, when it is possible and when the 
family wishes to care for their MH relative at home. 

It is assumed that for the most severely handicapped the only 
suitable alternative to care at home is care in hospital, since 
LA homes are not (usually) able to provide appropriate - i.e., 
even minimally valuable - care for the non-ambulant , severely 
behaviour disordered, or severely incontinent. 

2 . Day Care 

Day care of the most severly handicapped in groups Kl, K2 and K3 
is assumed to be best value if provided in a special care unit 
of an ATC or in special care day facilities in hospital. 

Ordinary ATC or hospital day care is assumed to be second best; 
some professionals might regard it as of poor value on the 
grounds that without special care facilities little value for 
these severely handicapped groups can be provided hence this 
area of the map is horizontally shaded. No day care at all (or 
minimal ^custodial’ care) is assumed to rank third and to 
provide very poor value: this area of the map is therefore 

shown white. 

A. 7. 6 Value: Less Severely Handicapped Adults (K4 and K5a Groups) 

Figure A. 7. 4b sets out assumptions for the K4 and K5a groups - those 
who have mild problems of behaviour or incontinence (K4), or those 
without problems of behaviour or incontinence but unable to feed 
themselves, wash or dress without help (K5a). Data from the 
Sheffield Case Register suggests that there are about 40 MH adults 
per 100,000 in these two groups combined, or about another 20% of the 
MH receiving public sector care. 

1. Residential Care 



For adults in group K4 - those with mild problems of mobility, 
behaviour or incontinence "■ care at home, in an LA 
high-intensity home, a hospital hostel, or a hospital ward, are 
all assumed to provide significant care value to the individual. 
As before, own home is assumed to be best value when it is 
possible. LA home or hospital hostel care, being next most 
homelike, and otherwise similar, are assumed to provide 
approximately equal next-best value. Hospital care, while 
providing some value, is less homelike. Furthermore, it is 
assumed that the pressures on staff in a hospital are not so 
conducive to providing stimulus and training for the less 
handicapped as in an LA home or hospital hostel. Hospital 
accommodation is therefore ranked below the other alternatives. 
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Adults in the K5a group are partly or fully mobile, continent, 
and without significant behaviour problems, but need substantial 
help to feed themselves, wash or dress* The range of suitable 
long-term accommodation and their rankings are assumed to be the 
same as for the K4 group. However, it is understood that many 
professionals might consider hospital care as very poor value 
for this group, hence the note on the figure. Hospital 
accommodation is assumed not to provide the sort of homelike 
environment from which many of the K5a group could be taught to 
benefit, nor to be so conducive to providing the stimulus of 

learning a greater degree of self-help, than less institutional 
accommodation. 

2 . Day Care 



For the K4 and K5a groups, ATC care is assumed to be best value 
in day care, providing training and stimulus to learn or 
practice self-help skills. The less intensive hospital or LA 
home day care arrangements are assumed to be next best, with no 
day care assumed again to be of least value. 

A. 7. 7 Value; Least Severely Handicapped Adults (K5b Group) 

Figure A. 7. 4c sets out our assumptions for the K5b group - the least 
handicapped, those able to feed themselves, wash and dress without 

universally the largest group of MH adults. From 
the Sheffield Case Register, there are about 120 MH adults per 
100,000 total population in this group, or around 60% of those 
receiving public sector care. 

1. Residential Care 



The widest range of accommodation options assumed to provide at 
least some significant value is found for this group. Own home 
s assumed to provide most value when it is possible. Small 
group homes (unstaffed or minimally staffed) and lodgings, for 
those able to benefit from them, are assumed to be next best, 
since they are the next most homelike environment. (They will 
however provide poor value if not supported by suitable day 
care, hence the white area.) A low-intensity residential home 

those who cannot cope without some help from 
staff) is assumed to rank next in value for this group. 

It has been assumed that high-intensity LA homes and hospital 
os els are ranked lower, on the grounds that clients in the K5b 
group will benefit from the stimulus of doing more for 
t emselves in more homelike surroundings (although in some such 
homes members of this group will benefit by helping those more 
an capped than themselves). Some professionals might argue 
at t ese forms of care are therefore of poor value to this 
corresponding areas of the map are thus lightly 



Hospital accommodation is valued least for similar reasons and 
It is understood that many professionals might regard it as of 

very poor value for this group. The corresponding area of the 
map is thus left white. 
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2 



Day Care 



The range of day care options for the K5b group is similar to 
that for the K4 and K5a groups, with the addition of open 
employment or sheltered workshop to the ^most valuable’ ranking 
along with ATC care. 

LA day centre care (usually for those living at home) is an 
additional option in the second value rank for this group, 
providing care of a similar type and value to that provided in 
LA homes or hospital day care for residents. 

A. 7. 8 Value: Children 



Figure A. 7. 5 shows the assumptions made for children. The Sheffield 
Case Register suggests that there are approximately 76 MH children 



per 100,000 population, split between 


groups roughly 


as follows: 






Per 100,000 


% of 






Population 


MH Children 


Kl - 


non-ambulant 


12 


16 


K2 - 


severe behaviour disorder 


11 


14 


K3 - 


severe incontinence 


13 


17 


K4 - 


mild problems of behaviour or 
incontinence 


incl. below 




K5a- 


not able to feed, wash, and 
dress without help 


25 


33 


K5b~ 


able to feed, wash and dress 
without help 


15 


20 






76 


100 


1. 


Residential Care for Children 







The assumptions for children are broadly similar to those for 
adults, except that the range of options is narrower for each 
group. Long-term residential alternatives for children now 
include a foster home assumed to be approximately equivalent in 
value to LA home or hospital hostel accommodation. The value 
obtained from residential options 2,3 and 4 for children is 
broadly the same. 

2 . Day Care for Children 



ESN(S) schooling is assumed to be best value in day care for all 
but the K2 group - those with severe behaviour disorder - for 
whom hospital day care is assumed to be better value. 

Other day care alternatives tend to be more closely tied to 
accommodation than is the case for adults; for Kl, K2 and K3 
groups, living at home or in hospital, it is assumed that the 
options are limited to ESN(S) school, hospital day care or no 
day care. For those in the K4, K5a or K5b groups, day care at 
an LA home may be an option; it is assumed that it will provide 
less value than an ESN(S) school, but more stimulus and hence 
more value than day care in hospital. 
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A. 7. 9 Value of Combinations of Residential arid Day Care 



The assumptions about value do not help in making comparisons of 
overall relative value between combinations of residential and day 
care where one combination on the map lies both to the right of and 
above the other l.e., where the residential component of one 
combination is better value but the day care is worse value than the 
other combination. (For example, for a severely handicapped adult, 
one cannot assess the relative value of on the one hand a combination 
of residence in hospital with only supervisory day care, versus on 
the other hand living at home where the family does not wish it, but 
receiving ATC care during the day). 

To be able to make such comparisons it would be necessary to further 
develop quantification of the value function. An approach based on 
multi-dimensional scaling arguments may, for example, enable direct 
comparison of any combinations of residential and day care by 
enabling development of an interval scale of value on which each 
'package^ of care can be placed. Development of such an approach is 
outside the scope of this study. 

A . 7 . l ODevelopment Paths 

It is interesting to see how these maps could be used to represent 
paths of development for individuals although no use is made of these 
in our analysis - they might be useful as a record at the detailed 
case management level. Figure A. 7. 3 diagrams in path A-E an 
imaginary example of how an MH adult at present living in hospital 
might be transferred into LA care, if he/she has only a limited 
degree of handicap. Starting at A - living in hospital, receiving 
only hospital (supervisory) day care - he may transfer to LA care say 
in a high-intensity hostel (at B on the map), with the intention of 
receiving the benefit Immediately of an environment closer to the 
community home. 

He may need to receive day training in the skills needed for 
independent living by attendance for a suitable period at the ATC, to 
enable him to cope with living in a low-intensity hostel, to which he 
may transfer at D. Further training may enable him to progress to 
independent living in a small group home or lodgings at E. 

The views of the majority of professionals spoken to were understood 
to be that such a path maintains or enhances the value of the care he 
receives at each stage in the progression. 

A different path being followed by some former hospital residents is 
shown as A-F where a similar hospital patient is discharged into the 
community. No LA hostel accommodation or day care can be provided, 
so he is accommodated in lodgings with minimal social worker 
supervision and no day care or full time day supervision. Such a 
combination is, it is understood, of poor value. 

A third example is the path shown as P-Q, which depicts the position 
of someone living at home (at P on the diagram) for whom an ATC place 
is found, moving him to Q. 

Development paths for individuals which move downwards or to the 
right on this diagram represent care changes which tend to increase 
value for the individuals concerned. Paths which move upwards or to 
the left tend to reduce value to them. 
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Paths which move upwards and to the right, or downwards and to the 
left, may increase or decrease value - it is not possible to say 
which in general terms . Application of local judgment to particular 
cases is needed to establish whether the change represents an 
improvement in value or the reverse. 

Use of the diagram may help in planning for the transfer of care from 
the NHS to LAs by: 

a. Highlighting undesirable moves (those in directions which will 
tend to reduce value to individuals or to groups at any stage of 
the process). 

b. Helping to identify feasible sequences of moves which will not 
overload any particular resource at one stage in the transfer 
process - for example, superimposed paths at one horizontal or 
vertical level will be indicators of potential difficulty. 
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Dacrtiasing Lncetisicy of public sector staffing 



RESIDENTIAL ACCOMMODATION/DAY CARE COMBINATIONS - ADULTS 



(ref para A. 7. 2) 
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Notes to Resldential/day Care Packages - Adults (Figure A. 7.1) 



1. No detailed costs made available; national averages suggest 
Hospital day care may be more expensive than its position 
indicates. 

2. Although having zero public sector cost open employement is of 
the highest value when it is possible. 

3. No costs made available as not costed separately. 

4. Private and voluntary residential homes can provide care 
equivalent in value to high intensity LA hostels. 

5. Value of care provided in lodgings varies widely, depending on 
the nature of the particular care arrangements established and 
the amount of SSD monitoring and involvment. 
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Decreasini? intensity of public sector staffing 



Figure A, 7. 2 



RESIDENTIAL ACCOMMODATION /DAY CARE COMBINATIONS - CHILDREN 



(ref* para A. 7, 2) 
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Notes to Resldentlal/Day Care Packages ~ Children (Figure A. 7. 2) 



1. No costs made available as not costed separately. 

2. No detailed costs made available. 

3. Private and voluntary residential homes can provide care 
equivalent in value to LA staffed hostels. 
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Decreasing incensicy on public sector staffing 



Figure A. 7. 3 
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Fig A. 7. 4a 
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( ref para A . 7 . 6 ) 
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Figure A. 7.4 



CHiintF!*, f*JST SI vr.*rt.T HAnpiCAr rfp (f.Kwrs ii - >mM-A;ntn-AWT, Ki - iHCOKnucHr ) 

n r»t 100.000 



CIUIDREN. HOSr Sf.YEMlLT ItAHOICAfrED (CBffltr K 1 - BUtAVtOUB BISnADtP) 

I) p<r 100.000 



CillltlAtH, 





Note: All axes labelled as Figure A7 . 2 



Decreasing intensity of public sector staffing 
^ Decreasing intensity of public sector staffing 



UAST stvrrrtT nAtipicArrco (cuours ka, li, ho muon rr.ottEMi or trtuviot'K or mosTiBrncc? 





ConblnaCionf providing significant value 



Combinations providing vhat soma profsealonata 
vould regard as poor value 



Combinations providing what sang profsssloRstt 
would regard aa very poor vaiwo 



Of 



W) 

•d 

PJ 

> 

• 

V] 

a 

00 



^Tj 

H* 

OQ 

P 

n> 



Ol 



Printed image digitised by the University of Southampton Library Digitisation Unit 



APPENDIX 8 



ESTIMATE OF ADJUSTED GUIDELINES FOR ATC PROVISION 
TO THOSE NOT CURRENTLY IN NHS RESIDENTIAL CARE 



1. Guideline for target NHS residential provision of 74 places per 
100,000 adults (over 16) : 

27 for NHS residents 
175 for those outside NHS 

2. Assumed prevalence of MH/100,000 adults = 300. Therefore number of MH 
outside NHS (in future) in accordance with guideline: 

300 - 74 = 226/100,000 adults 

3. Suppose number presently in NHS = N per 100,000 adults. 

4. Of these, suppose per 100,000 adults that 74 will be relatively 
severely handicapped; these will require a guideline of 27 ATC 
places . 

5. Suppose the remaining N-74 per 100,000 adults are similar to these now 
outside the NHS and will need 175 (N-74) places. 

226 

6. Adjusted guideline for those currently outside NHS will therefore be 
175 (300-N) 

226 
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APPENDIX 9 



SUMMARY OF SOCIAL SECURITY ENTITLEMENTS 



Social Security 



The mentally handicapped or those caring for them are entitled to a variety 
of Social Security benefits. Table A. 9.1 outlines the major payments and 
entitlements as at June 1981 as we understand them. Data is not available 
on the total amounts paid to the MH, nor the take up of the various forms 
of payment . 

As far as the authors have been able to understand the picture, there are 
major differential impacts on Social Security payments which result from 
where an MH adult or child is cared for. In addition, entitlement to other 
significant pa 3 nnents is a function of the individual's or family's 
circumstances, not the type of long term residential care received. 

Typical entitlements which are differentially affected and which have been 
used in our analyses are shown in Table A. 9. 2. 

Social Security payments to the MH are not known in aggregate. For MH 
individuals, payments can range from nil to several thousand pounds per 
person per year depending on their circumstances. Typical Social Security 
entitlements can differ by as much as £1,600 p.a. between individuals in 
different forms of long-term accommodation (see Tables A. 9.1 and A. 9. 2), 
the extent to which entitlements are taken up is not known overall. 
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Table A. 9.1 SOCIAL SECURITY BENEFITS AVAILABLE TO THE MENTALLY HANDICAPPED AND THEIR FAMILIES 



The following table sets out our understanding of the rather complex set of benefits available. 
Rates are as at June 1981. Entries In the table Indicate ages at which benefits may be claimed, 









Adults (1 


6 +) 




Chi 


fdren (0 - 


15) 


Type of Benefit Amount per week. 


Family 


LA Res . 


NHS Res. 


Group Home 


Private/ 

Voluntary 

Home 


Family 


LA Res. 


NHS Res. 


Child Benefit £ 4.75 

(no condition) 


















Constant Attendance Allowance £14.45 

- lower rate (if person needs 
constant supervision 50% of 
time) 


All 








All 


Ail 






Constant Attendance Allowance £21.65 

- higher rate (If person needs 
constant supervision 100% of 
time) 


All 








All 


Ail 






Mobility Allowance £14.50 

(on top of attendance allowance) 

(If person Is also severely 
physically handicapped and able 
to benefit from allowance) 


All 


All 


Ail 


Ail ^ 


All 


5-15 


5-15 


5-15 


Heating Allowance £ 3.40 

(if person receives an 
attendance allowance and requires 
assistance with heating costs) 


All 






All 


Ail 








Dependent Persons Allowance £ 5.45 

(automatic entitlement If In 
mental handicap hospital; parents 
claim until age 16, and there- 
after paid direct Into person’s 
hank account) 






All 










All 


Housing Allowance £ 2.15 

(If receiving supplementary 
benefit and over 18, and living 
at family home) 


18+ 






18+ 










Supplementary Benefit — 1 £15.25 

(if 16 attending ESN(S) school 
or day centre and no prospect 
of employment) 


16 


16 




16 


16 








Supplementary Benefit - 2 £20.80 

(if 17 attending ESN(S) school 
or day centre and no prospect 
of employment) 


1? 


17 




17 


17 








Supplementary Benefit - 3 £21.70 

(If 18+, attending ESN(S) school 
or day centre and no prospect 
of employment) 


18+ 


18+ 




18+ 


18+ 








Non-Contrlbutory Invalidity £16.30 

Pension + top up 

(alternative to Supplementary 

Benefit but entitles person to 

paid-up NI stamps and so claim a 

pension when aged 65 years; 

claimant can also apply for a 

top-up of NCIB to the alternative 

Supplementary Benefit) 


All 


Ail 




All 


All 








Special Needs Allowances negotiable 

(e.g. dietary for diabetics, 
clothing for incontinence) 


All 


All 




All 


Ail 


All 


All 





See notes on next page. 
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Notes to Table A. 9.1 



1. The only automatic entitlements are the Child Benefit for those under 
16 years living at home, and Dependent Persons Allowance if in 
hospital. All other benefits require assessment of circumstances and 
disabilities by Social Security and medical officers. 

2. Adult Training Centre trainees are allowed to earn up to £4.00 per 
week without affecting claims for supplementary benefit. 

3. Person classed as a LA resident if stay for more than 6 consecutive 
weeks . 

4. e.g. The maximum weekly claim for a very severely handicapped adult in 
poor family circumstances would be (including special needs 
allowance) 

£21.65 + £14.50 + £3.40 -f £2.15 + £21.70 = £63,40 

attendance mobility heating housing supp-benef it =====:* 

5. e.g. Typical adult in a local authority hostel would claim £21.70 per 
week supplementary benefit: however, hostels may charge that adult 
£21.70 per week towards accommodation costs. 

6. Benefits are not mutually exclusive except that non-contributory 
invalidity pension is an alternative to supplementary benefit. 
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Table A. 9. 2 TYPICAL ENTITLEMENTS TO SOCIAL SECURITY PAYMENTS AFFECTED BY 
TYPE OF LONG-TERM ACCOMMODATION PROVIDED 







Approx. 


For adults 


£ per week 


£p . a . 




(June 1981 


(November 




prices) 


1979 prices) 


In hospital : dependent person’s allowance 


5.45 


240 


In LA long term residential care : 
supplementary benefit 


21.70 


940 


In a family home : Supplementary benefit 


21.70 




Attendance allowance 
(lower rate) if applicable 


14.45 




Housing 


up to 2.15 




Heating 


up to 3.40 






41.70 


1,800 


For children 


£ per week 


Approx. 
£p .a . 




(June 1981 


(November 




prices) 


1979 prices) 


In hospital : dependent person’s allowance 


5.45 


240 


In LA long term residential care 


Nil 


0 


In a family home : Child benefit 


4.75 




Attendance allowance 
(lower rate) if applicable 


14.45 






19.20 


830 



Source: Table A. 9.1 
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Appendix 10 

PQR MONEY OBTAINED BY THE A LLOCATION OF 
^ — 



A. 10.1 Introduction 



Ihls appendix outlines how the fourth question of chapter 3 “■ 
assessment of value for money being achieved in the allocation of 
existing resources - might be addressed if data were available. 

A . 1 0 • 2 IIQM Best Value Allocation of Resources to the Current M H 

Client Population be Estimated? ' 

A procedure for estimating what would be the best value allocation 
of th€* current mentally handicapped client population to existing 
resources In an SSD area has not been fully developed for the 
mentally handicapped, but It may be that the procedure developed 
for the elderly client group, outlined below, could be used with 
some adaptations for the mentally handicapped. It has been pilot 
tested for the elderly In two area health authorities and their 
associated SSD’s - East Sussex and Wiltshire ~ in the ’Balance of 
Care Project’ sponsored by DHSS ORS, and performed jointly by them, 
by Arthur Andersen & Go., the South East Thames RHA, and the AHA's 
and SSD’s In East Sussex and Wiltshire. The procedure could be 
used both for estimating how the current resources could best be 
allocated, and for planning purposes to estimate how a particular 
planned future set of resources could best be allocated to a 
projected MH client population. The essence of the procedure is as 
follows; 

1. Establish what resources are available, from each of the major 
paying agencies, and how much of each major type of resource, 

for example; 

NHS 

- hoBpltal beds 
hospital hostels 

" day care 

- community nursing for the MH 

SSD 

high intensity residential hostel 
« intermediate intensity residential hostel 

minimally staffed residential hostel 
unstaffed group homes 
private/voluntary accommodation 
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special care ATC places 
ordinary ATC places 

other intermediate intensity day care (e.g., day care in 
local authority hostels) 

family support services 

home help for the mentally handicapped and their 
families 



LAED 



ESN(S) school places 
ESN(M) school places 

~ further education college places for MH 

2. Assemble information on the numbers of mentally handicapped in 
each group defined by age range, degree of handicap, and 
ability and willingness of families to provide care at home. 

The groups could for example be based on the Kushllck 
grouping, with further classification of the large K5a and K5b 
groups, since these are in the main the groups with which most 
Social Services residential resources are concerned. 

3. Identify care alternatives (packages of care) for each group, 
and use a consensus of professional judgement to establish 
relative preferences between the care alternatives. Where the 
amounts of resource in each alternative are discretionary 
(e.g., number of days per week attendance at day care centre; 
number of hours home help provided; extent of social worker 
support to families; extent of short“term residential relief 
care) also have the professionals judge what is an appropriate 
amount of resource to provide. Estimate the unit cost of each 
alternative mode of care. 

4. Take each resource in turn, starting with those whose annual 
cost per client is highest, and allocate to that resource the 
group of clients for whom the resource is: 

a. the only option providing significant value for this 
group or the single clearly best value option; 

or 

b. if there are no groups remaining for which this resource 
provides the only alternative, or the clear best 
alternative, allocate the group to this resource for 
which the resource is a major component of one of the 
equal best alternatives for that group, and choose the 
group whose least expensive alternative to this resource 
is the most costly of all the candidate groups for 
allocation - i.e. the group which would cost most to care 
for in any other way at appropriate levels of care. 
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5. Repeat the above for each resource and each group, until all 
the resources are exhausted, or there are no groups remaining 
to be allocated. 

6. If the resources are exhausted before all the groups currently 
receiving care have been allocated, then it will be necessary 
to reallocate some groups to a care alternative which is less 
valuable than the best. Professional judgement will be needed 
to help to discriminate between different ways of doing this. 

The effect of step 4 is to allocate client groups to resources in 
such a way as to leave free the greatest possible amount of as yet 
unallocated resources for the care of as yet unallocated client 
groups, and therefore increase the chances that all client groups 
will be able to obtain the best form of care for them. 

If total resources are inadequate to provide the 'best value' care 
to all groups, then step 6 allows resources to be redistributed in 
such a way as to minimise the extent of the provision of second 
best forms of care, within any given resource amounts. 

A minor modification of this procedure can also help to highlight 
resources which are in excess or short supply, and hence indicate 
directions for change in the mix of resources to be provided, in 
order to increase value for money. 

The extent and nature of the differences between the 'best' 
allocation and current allocation will be established by comparing, 
resource by resource, the number of clients in each group in the 
two allocations. 



Directions for improvements in allocation can be found by examining 
the major differences, and identifying which aspects of current 
allocation procedures need to be examined in order to achieve 
movement in the desired direction. 

Movement in some of these directions may require consideration of 
transitional problems and of changes in day-to-day procedures for 
making allocation decisions. These cases will then need to be 

examined on their merit. 

A. 10. 3 What Data are Needed 

Performing the allocation procedure would require information on. 

1. Resources available to the SSD, and resources provided by 
other agencies to which the MH in the SSD area have access 
(principally the NHS, and the local authority education 

department) . 

2. The numbers of mentally handicapped grouped by age range and 
by degree of handicap, (grouped in such a way as to indicate 
care needs) who are actually or potentially clients of the 

SSD. 
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3. The family circumstances of mentally handicapped individuals, 
similarly grouped by age range and degree of handicap, 
distinguishing for example between: 

~ those with no relatives to care for them 

those with relatives who are unable to care with or 
without support (for example by reason of age or parental 
disability for other reasons) 

“ those who have families willing but not able to care 
without help 

those who have families who are able to care but are 
unwilling to do so 

“ those who have families both able and willing to care. 

4. Current use of available resources by each group of the 
mentally handicapped. 

5. Care alternatives for each group, and a judgement on which is 
best value for the group (or for what proportion of the group 
each alternative is the better value ~ in this way allowances 
can be made for differing individual circumstances within a 
more broadly defined group). 

6. Unit costs of each alternative for each group, both on 
average, over the long term, and also in the short term where 
this is significantly different (for example, using an 
unoccupied place in an existing establishment will usually be 
significantly less expensive than the average cost of a 
place). 

7. A procedure for estimating what would be the best value 
allocation for the current population of the mentally 
handicapped clients to existing resources. 

8. A comparison between the current allocation and the best value 
allocation to identify: 

the extent and nature of differences 

directions for improving the current allocation 

problems of transition in implementing changes designed 
to improve overall value for money (for example, ceasing 
to provide ATC care for a person with little handicap, 
already receiving care, in favour of using the place for 
a more severely handicapped person not currently 
receiving care). 

Most Social Services Departments lack most of this 
information. The study team knows of a few places where most 
(but not all) of the above information is available - for 
example in an SSD which maintains a comprehensive case 
register, it is likely that the only major gaps will be in the 
explicit setting out of care alternatives - i.e. packages of 
care for each group. 
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and judging the relative value of the alternatives; 
information about family circumstances and ability and 
willingness to care at home; and agreement to a procedure such 
as that outlined above for estimating what would be the best 
value allocation. 

Even if strong assumptions were to be made, based on such 
limited information as is available - for example assuming 
that the underlying prevalence of mental handicap is the same 
everywhere, and assuming that the distribution of severity of 
handicap is the same as in Sheffield ~ the absence of data in 
the four authorities studied about the current allocation of 
resources to clients with different degrees of handicap means 
that the value for money of the current allocations cannot be 
assessed overall. 
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APPENDIX 11 



INTERFACES WITH OTHER PAYING AGENCIES 



Care of the mentally handicapped has significant interfaces with local 
authority Education Departments, Housing Departments, and voluntary 
societies. The nature of these interfaces and their implications on SSD 
value for money are described below. 

Education Departments 

The major interface with Education Departments occurs at school-leaving 
age, when the primary responsibility for providing day care shifts from 
Education to Social Services. Education Departments have discretionary 
powers to permit children to stay at school until the age of 19 (or later 
in exceptional circumstances). The reduction in birth rate in recent years 
was believed in at least one authority we visited (authority A) to have 
resulted in surplus capacity in ESN(S) schools which could be used to 
relieve pressure in ATC places at a low marginal cost. However, although 
surplus capacity was believed (by members of the Social Services 
Department) to exist, the Education Department was said to be unwilling to 
plan for its use jointly with the SSD. However, we understand that, since 
our visit a joint study has been mounted to investigate this matter. 

By the time of the second group of visits (mid 1982) the general shift in 
school-leaving age from 16-19 seemed to have been satisfactorily achieved 
in the four authorities studied at that time. Joint planning for school 
leavers was being effectively carried out in those authorities. Joint 
social workers, specialist careers officers and a period of transition from 
school to ATC when both were attended part-time were all made use of in at 
least one authority. Some difficulties were experienced in one authority 
by pressure from ESN(M) pupils for ATC admission in the current economic 
climate. In one authority the use of appropriate further education courses 
was felt to provide a valuable alternative to ATC care for the more able 
school leavers. 

Housing Departments 

Unstaffed or minimally staffed group homes and low-intensity residential 
homes may offer a low cost residential alternative for Social Services 
Departments, and improved value for money, as discussed in Chapter 5. One 
way of providing this form of accommodation is for the Social Services 
Department to rent it from the Housing Department. However, some Housing 
Departments may be initially reluctant to provide appropriate properties 
for accommodation of mentally handicapped clients either as residents or as 
direct tenants. From discussions in the Social Services Departments 
visited it would seem that relationships are easier to establish if the 
Housing Department is within the same local authority (as is the case for 
Metropolitan Authorities and London Boroughs) rather than in a different 
tier of local government, as is the case for Shire counties. The latter 
may find it helpful to consider putting additional emphasis on developing 
relationships with District Housing Authorities, as one means of increasing 
their provision of low cost, low-intensity residential accommodation. 

In all the authorities studied there was a feeling in the SSD that there 
was considerable further potential for use of property acquired through 
Housing Departments in the development of lower intensity forms of 
residential care and that this potential should continue to be exploited in 
future. 
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Voluntary Societies 



There appear to be opportunities for Social Services Departments to improve 
value -for-inoney by encouraging voluntary society activities. In Authority 
A four of the five homes for adults were set up and run by voluntary 
societies with SSD advice and finance. The same authority is undertaking a 
programme of group home development, and is ensuring that each group home 
is befriended by a voluntary society, thus reducing the need for support by 
SSD staff. Where necessary, they are encouraging the foundation of 
voluntary societies specifically for this purpose. In a similar way, the 
SSD in Authority K is working jointly with voluntary societies to set up 
three homes for MH people, again providing both guidance and finance. The 
authority finds that substantial use of voluntary society places provides a 
very flexible resource. Around two thirds of the adult residential places 
now provided by the authority are in such accommodation. In Authority D a 
local voluntary society has successfully established a special care unit to 
supplement Social Services day care which did not include special care. 
Voluntary societies in all authorities studied supplemented SSD provision 
in a variety of other ways. 
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Appendix 12 



NUMERICAL DIFFICULTIES IN ANALYSING LA PROVISION 



By reference to the discussion of Kushlick groups in Appendices 4 and 
7 it can be assumed that local authority residential care is concerned 
only with Kushlick groups 4 and 5 - the less severely handicapped 
(l.e. those who can walk and have no major problems of behaviour 
disorder or incontinence). 

Suppose that it is known how many individuals in these groups are in 
an area; call this number D. Furthermore, suppose also that it is 
known how many such individuals in the area are cared for by the NHS; 
call this number N* Suppose also that the number whose families are 
able and willing to care for them is F, and that the number for whom 
families are able but would prefer not to care is G. Then regarding 
the local authority as a separate part of the public sector, the 
number of individuals for whom the local authority would have to 
arrange residential care (either providing it or funding it in the 
private sector) would be less than D-N-F and greater than D-N-F-G. 

(Giving the local authority a parochial view of Its responsibilities 
for value for money - i.e. a view independent of the rest of the 
public sector - one might say that it would be providing value for 
money for the first D-N-F-G individuals however high the cost had to 
be. It would be providing value for money for the next G if the value 
of helping families who are able but would prefer not to care 
themselves is judged to be worth the cost; and to provide even more 
places would in the short-term not provide value.) 

Now even with the above assumptions, in practice one runs into a 
serious problem with data. 

Data on the number of the mentally handicapped In different groups 
being cared for in different forms of care (such as that provided by a 
case register) is not generally available in SSDs* None of the four 
authorities had such a register, although some data was obtained from 
the Sheffield Case Register. 

The study team does not know of any quantitative information on the 
numbers of the mentally handicapped currently being cared for at home 
whose families would prefer not to care for their MH relative at 
home. 

Furthermore, it is not possible to make approximations which are 
likely to be useful in practice. This is evident if one considers the 
approximate size of the numbers. 

From Table 3.1 and the arguments in Appendix 15, very approximately: 

D *» 240 N * 65 F + G » 155 
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Thus the local authority provision has to be a number somewhat greater 
than D-N-F-G i.e. 20; but this is completely obscured by a quite small 
percentage of uncertainty in D, N and F + G (since 20 was obtained 
from the difference 240-65-155). 
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Appendix 13 



APPROXIMATE COST OF NHS RESIDENTIAL ACCOMMODATION 



Health service costing returns indicate that an average NHS residential 
place (including an unknown element of day care, and not distinguishing 
between adults and children) costs about £5,800. 

Before this figure can be compared with the cost of LA residential 
accommodation, some adjustment needs to be made for: 

- the higher dependency, on average, of NHS residents 

- the elements of day care Included in NHS average costs 

- the proportion of children's care (which at least in LA homes is 
substantially more expensive than care of adults -- 2 to 3^ times as 
expensive in the authorities studied, and about 2 ^. times on average 
nationally) 

- different Social Security entitlements in NHS and LA residential 
care. 

From the observations in Appendix 6 one can deduce that the average cost of 
the 15,000 or so NHS residents having the lower degrees of dependency which 
it is intended in future should not remain in NHS care is around 
£69M/15,000 or about £4,600 p.a. per MH person. 

The cost of hospital day care, when provided separately by the NHS, is 
£1,900 p.a. per place (NHS costing returns). The proportion of NHS adult 
MH residents who receive such a form of day care, which it is understood 
corresponds approximately to ATC provision by LA's, is not known. If the 
proportion were one fifth of adult residents, then the average cost per 
place of the purely residential care would be £380 p.a. less than the total 
average cost of £4,600 p.a for the less severely handicapped, or about 
£4,220, before adjusting for the presumed higher costs of children's care. 

NHS provides care for 8 MH children per 100,000 total population and 90 MH 
adults/100,000, (Tables 3.3 and 3.4) so that children constitute about 8% 
of NHS MH residents. If they cost two and a half times as much as adults 
per MH person per year then the average cost per MH adult would be only 83% 
of the overall average, i.e. about £3,510 p.a., rather than £4,220. 

In summary, the cost per MH adult in NHS residential care is on the above 
assumptions approximately £3,510 p.a. paid by NHS, plus £240 p.a. Social 
Security entitlement, or about £3,750 p.a. public sector cost. 
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THE EFFECT OF INCREASING DAY CARE ON THE 



Appendix 14 



PRESSURE FOR RESIDENTIAL CARE 

It is found by analysing national statistics that the total residential 
capacity provided in an area by the NHS and local authority declines as the 
number of day care places made available to MH living with their families 
increases. The position is as shown in Figure A14.1; it indicates that an 
Increase of 10 day care places available to those living with their 
families is associated with a decrease of “ very approximately ” 8 
residential places. 

This association implies one or both of the following: 

an Increase in day care places leads in the long run to a lessening of 
demand for residential accommodation and so to a lessening in 
provision of residential accommodation; or 

the NHS and local authority together attempt to maintain expenditure 
on MH by expanding day care provision at the expense of residential 
provision and vice versa. 

It seems likely that a local authority by Itself may try to maintain its 
own expenditure on MH by expanding its provision of day care at the expense 
of its provision of residential care and vice versa (but that there is not 
an effective mechanism for making this exchange between day care and total 
NHS and local authority residential provision). This speculation is 
supported by Figure A14.2; this shows that ~ very approximately — 
authorities tend to associate an increase of 10 day care places available 
to those living with their families with a decrease of about 4.5 
residential places. Furthermore, from Table A14.1, 10 day places tend to 
cost a local authority about the same as 5 residential places. 

Thus it may be that substitution of about 10 day care places for up to 5 
residential places takes place as a result of substitution within budget 
constraints, rather than because of any real change in demand for 
residential places occurring as a result of changed provision of day care. 

If this is so, then the Figure A14.1 observation of a 10:8 ratio would 
suggest that while 10:5 comes from budget substitution, about 10:3 could be 
coming from a real change in demand for residential places occurring 
because - with the provision of more day care - more people find they can 
cope with their MH relative in their own homes. 

Thus, the argument so far suggests that an extra 10 day care places leads 
to a reduction in demand for residential places of something between 3 and 
8. Can this range be narrowed? 

Recognising that local authorities have to cope with that part of the 
problem with which the NHS and families are unable to cope, suppose that 
authorities aim to do this at minimum cost to themselves. This would imply 

that they tend to provide ATC care first to those whose families are in the 
greatest need of relief. 

A reduction in residential demand of 3 places could be occurring, as argued 
above. It may be that some of the 5 places coming from budget substitution 
are associated with a further reduction in the demand, making the total 
reduction greater than 3. The more effective an authority is in allocating 
ATC care to those in greatest need, the larger the reduction in demand is 
likely to be over and above the 3 places already identified. 
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Since 10 day care places cost, on average, about the same as 5 
residential places, this implication of something approaching a 10:8 
ratio suggests that extra ATC places not only provide more value, but 
may also lead to a lower net cost for the NHS and local authority 
combined (but would lead to higher costs for Social Security because 
the Social Security entitlement for an individual in the community may 
be about £800 p.a. higher than if he is in LA residential 
accommodation) . 

If this conclusion is true it is important. At the very least, it 
would reinforce the arguments of Section A. 4 for improving value for 
money by removing the shortfalls in ATC provision relative to DHSS 
norms. However, the conclusion has to be viewed with some caution if 
only because the spread of the data in Figure A14.1 implies 
appreciable uncertainty in the 10:8 ratio which is the basis for the 
argument. (To reduce the uncertainty in the estimate of the ratio 
would require more data points to be available, i.e. for entities 
smaller than an NHS region. The study team has not investigated 
whether the DHSS could supply data on the numbers and geographical 
origin of MH in residential accommodation in areas or districts. If 
such data could be provided, further analysis may be worthwhile.) 
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Table A14.1 COSTS OF SUBSTITUTION OF MY CARE FOR LOCAL AUTHORITY 

RESIDENTIAL ACCOMMODATION: 10 DAY CARE FOR 5 RESIDENTIAL 



— £*000 p.a. for: — 
Soc. Sec. 

SSD Entitlement 



Increase in Day Care 



10 places @ £1,400 p.a. (national average) 

5 Social security entitlements for adults 
at up to £1,800 p.a. for those who would 
otherwise go into residential care 

5 Families receiving short-term relief 

and other support (see chapter 7) at, say, 
£300 per family on average 

TOTAL 



(14) 



(9.0) 



(1.5) 

(15.5) (9.0) 



Decrease in Residential Accommodation 



5 Residential places @ £3,000 p.a. 
including debt charges and net of 
fees and charges to residents 



5 Social security entitlements (§ 

£940 p.a. 




4.7 


Total savings (costs) 


for 


10 day places 


(0.5) 


(4.3) 


Total savings (costs) 


per 


day place (£p.a.) 


(50) 


(430) 



assssBSsas ssssssss 



« 
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Figure A14.1 NHS+Lft Residential ms ATC Care "Availahle to those at howe” 




Himber of ATC places "Available to those living at hoMe” (estiwated as 
total ATC places Minus ?0X of LA Hostel places), all per 100,000 population 

Line shows fitted regression V - 173.5 - 0.8X: R-sg = 0.5 
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Huslbep of ATC places "Available to those living at hone" (esti Mated as 
total ATC places Minus 70X of LA Hostel places), all per 100,000 population 
Line shows fitted regression 7 = 55.5 - 0.4X.' R-sg = 0.5 
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Appendix 15 



ESTIMATION OF BOUNDS FOR LA RESIDENTIAL PROVISION 



In this Appendix the parameters D, N, F and G of Appendix 12 are estimated 
to give the lower bound D-N-F-G for the non-NHS residential provision 
required . 

!• D, the number of MH people in Kushlick groups 4 and 5 per 100,000 
population is given by: 

D = 80% X 300 = 240 per 100,000 population 

where : 

80% is the proportion of MH people in groups 4 and 5 (from the 
Sheffield case register), and 300 is assumed to be the prevalence 
of MH per 100,000 population 

2. N,F and G, respectively the numbers of MH per 100,000 population in 
Kushlick groups 4 and 5 who are: 

-- cared for by the NHS (N) 

“ cared for at home, whose families are able and willing (F) 

- cared for at home, but whose families are not willing (G) 

are estimated by means of the following argument. 

From Table 1.1, using mid-point figures, the total numbers of MH 
people per 100,000 population cared for in the NHS and at home are 
approximately 95 and 185 respectively. 

The Sheffield case register shows that approximately half of the MH 
people in groups Kl,2 and 3 are cared for at home, with very nearly 
all the rest in NHS care. The following table can thus be derived: 

No. in 

% of all No. in group No. cared for at NHS care per 
Groups MH people per 100,000 pop, home per 100,000 pop. 100,000 pop. 



Kl,2,3 


20% 


60 


30 


30 


K4,5 


80% 


240 


155 


65 






300 


185 


95 



This provides estimates of N as 65 and (F + G) as 155, giving the 
lower bound on the non-NHS residential provision required as being 
D-N-F-G » 240 - 65 - 155 = 20. 

Note that small percentage changes in D, N or (F + G) could lead to 
much larger percentage changes in this result. 
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Appendix 16 



DHSS GUIDELINE PROVISION FOR RESIDENTAL AND DAY CARE 



This Appendix shows how the DHSS guideline figures used in the report were 
derived. 

1 • Residential provision 

DHSS guideline figures of 134 places per 100,000 total population for adults 
and 19 places per 100,000 total population for children were used. These 
figures are made up as follows: 

a. Adult 



The 1980 DHSS review gave the following targets for adults (age 16+) : 

~ 74 places per 100,000 adults in MH hospitals and units 

- 81 places per 100,000 adults in residential homes. 

This total of 155 places per 100,000 adults converts to 119 places per 
100,000 total population using an estimate of 76.6% of the population 
being aged 16+ in 1979 (from the population figures given in the 1978-79 
CIPFA actual returns and using linear interpolation to divide the 5 to 
1 8 age band ) . 

To the 119 places have been added the 15 places per 100,000 total 
population specified in the 1971 White Paper for adults in foster homes, 
lodgings etc., giving the stated guideline of 134 places per 100,000 
total population for adults. 

b. Children 

The 1980 DHSS review gave the following targets for children (under 
16); 

- 35 places per 100,000 children in MH hospitals and units 

- 40 places per 100,000 children in residential homes. 

These figures convert to a total of 17 places per 100,000 total 
population using a figure of 23.4% of the population being under 16, 
corresponding to the 76.6% being adults used above. 

To the 17 places have been added to the 2 places per 100,000 total 
population specified in the 1971 White Paper for children in foster 
homes etc., giving the stated guidelines of 19 places per 100,000 total 
population for children. 

Note: For both adults and children the 1971 White Paper guidelines 

include short-stay provision. The 1980 DHSS review does not make 
its position clear, but it is understood from the DHSS that the 
revised 1980 guidelines do not include short-stay provisions. 
Short-stay places have been Included in the Authorities’ total 
provisions when making comparisions with guidelines in this 
report. 
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2 . Day Care Provision 



The day care guidelines used for adults are set out in Table 4.3. The 
figures were derived as follows: 

“ the 1980 DHSS review gives a target ATC provision of 202 places per 
100,000 adults; these were converted to places per 100,000 total 
population using the 76.6% factor above 

~ the guideline total was split between adults living in the community and 
those coining by day from hospital using the 130:20 ratio set out in the 
1971 White Paper. 
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